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Abstract
The aim of this thesis was to examine the psychological determinants and attitudes involved 
in smoking and cessation. This thesis has conducted a systematic review and four studies 
which demonstrated triangulation of findings.
Study (1), two focus groups were undertaken to explore smoking and quitting in pregnancy. 
Using Interpretative Phenomenological Analysis (IPA) three super and seven sub-ordinate 
themes were identified. The findings illustrated that pregnant smokers used smoking to cope 
with emotional situations and illustrated that the first pregnancy was considered the most 
influential in modifying smoking behaviours.
Study (2), semi-structured interviews were conducted to explore psychological barriers to 
quitting smoking and using IP A, five super and 17 sub-ordinate themes were identified. 
Findings demonstrated barriers to quitting were: low levels of willpower, inability to re- 
motivate quit and not personalizing smoking risks. Successful quitters possessed: high levels 
of determination, flexible coping strategies, and sought external support. Additionally, two 
specific attitudes emerged: mental separation and feeling superior at quitting not previously 
cited in research.
Study (3), a study to devise an attitude scale that explored pregnant women’s attitudes 
towards smoking in pregnancy was conducted. Through exploratory factor analysis five 
factors that constructed attitude were identified: judgmental beliefs, justification o f  smoking, 
perceptions o f quitting, the meaning o f smoking and the effects o f smoking.
Study (4), a study was conducted on attitudes towards smoking in pregnancy at the dating 
scan. The findings demonstrated that non-smokers and quitters held a more moralistic view 
of smoking during pregnancy than smokers. The scan affected smokers’ attitude of 
perceptions o f quitting, unexpectedly showing that following the scan pregnant smokers 
perceived quitting as easier. A small number of smokers changed readiness to quit. 
Recommendations and suggestions for future research are given.
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1 Understanding the complexities of smoking and quitting during pregnancy: 
An examination of the psychological determinants
Reducing the amount of people who smoke has been on the United Kingdom (UK) 
government agenda since the 1990’s, with a White Paper on smoking (1998) 
outlining approaches to increase cessation (Department of Health, 1998). As a result 
of this smoking in the general population has decreased; however pregnancy 
smoking rates have remained relatively stable (Pickett, Wakschlag, Rathouz, 
Leventhal and Abrams, 2002). Quitting smoking during pregnancy involves 
changing health behaviour within a limited timeframe. When a woman smokes 
during pregnancy she increases the foetal risk of perinatal and postnatal mortality 
and morbidity such as miscarriage, low birth weight, foetal abnormalities, lung 
disorders, premature birth and sudden infant death syndrome (SIDS) (Bull, Burke, 
Walsh and Whitehead, 2003; Haslam, Draper and Goyder, 1997). During pregnancy, 
women metabolize their nicotine more rapidly and subsequently need to smoke more 
to maintain the same levels of nicotine in the their body (Dempsey, Jacob and 
Benowitz, 2002). It has also been shown that pregnant smokers have raised baseline 
levels of withdrawal from nicotine (Heil, Higgins, Mongeon, Badger and Bernstein, 
2006) and this biological complexity presents real challenges for pregnant women 
attempting to quit. When commencing this thesis the UK government targets were to 
reduce smoking in pregnancy from 23% to 15% by 2010 and to achieve a 1% point 
reduction per year onwards (NHS, 2007). These targets were to improve the health of 
the mother and developing foetus and the government deployed specialist cessation 
services accordingly. Therefore, to help reduce the biological dependency of nicotine 
addiction for pregnant women. Nicotine Replacement Therapy (NRT) was made 
available in the UK on prescription in December 2005 (ASH, 2005). However, 
despite the existence of stop smoking programmes and accessibility to NRT, 
pregnant women still struggle to make changes to their smoking behaviour with the 
latest documented prevalence rates of smoking during pregnancy varied depending 
on the source. The NHS (National Health Service) figures show that in 2007/8 
quarter 1, 14.3% of women smoked at delivery with 1.3% unknown with an increase 
seen by quarter 4, to 14.4% women at delivery smoking with, 1.6% of women’s
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smoking status unknown (NHS, 2009a; NHS, 2009b) suggesting that research is still 
necessary in this area. Therefore, understanding and addressing the biological 
dependency of nicotine in pregnant smokers, is only one element involved in the 
quitting process; many psychological and social factors have an influential role and 
one of the aims of this thesis is to identify and examine the psychosocial barriers to 
quitting smoking in pregnant women. Health professionals report pregnant smokers 
as difficult to engage, motivate and support in the quitting process (Arborelius and 
Nyberg, 1997) further emphasising the psychological and social dependence 
pregnant women have to smoking.
It has been demonstrated that when women learn of their pregnancy it does not 
automatically result in quitting smoking. Medical evidence alone is not sufficient to 
change smoking behaviour and this was illustrated in a study conducted by Haslam, 
Draper et al. (1997) who found that 50% of the pregnant women they interviewed 
could provide two or more known health risks of smoking to their unborn baby but 
remained smokers (Haslam et al. 1997). A further study that explored the barriers 
pregnant women faced when trying to quit smoking also demonstrated that women 
were aware of the risks smoking in pregnancy brought to both themselves and the 
foetus (Tod, 2003). Therefore, factors other than medical evidence must hinder 
quitting and research has been conducted to identify these other influences in 
cessation such as social factors, the environment and community influences (Dunn, 
Pirie and Hellerstedt, 2004; Haslam and Draper, 2001; Lu, Tong and Oldenburg, 
2001; McBride, Emmons and Lipkus, 2003; Pickett et al. 2002). Therefore, it is 
suggested that the prevalence of smoking is affected by neighbourhood 
characteristics and the following factors were found to be associated with continual 
smoking during pregnancy: having high job stress; low job control and satisfaction; 
not seeing the importance of preventative health behaviours; and a communal 
attitude of acceptance towards regular smoking and drinking (Pickett et al. 2002). A 
study on social influence by Pickett et al. (2002) demonstrated that the odds of 
smoking during pregnancy for working class women living in a predominately 
working class area were four times more likely than working class women living in a 
non-working class area. Middle class pregnant women who lived in a working class 
area were more than twice as likely to smoke than middle class women living in a
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non-working class area (Pickett et al. 2002). In summary, it was suggested that social 
class combined with neighbourhood characteristics were influential in pregnant 
women’s smoking status.
The quantitative approach of research has been utilized to explore smoking and 
quitting in pregnancy with influential factors such as barriers to quitting and attitudes 
towards smoking during pregnancy being examined. For example a recent study by 
Tong, England, Dietz and Asare (2008) emphasised that pregnant women cited 
barriers to quitting as: stress, cravings and socializing with other smokers. These 
barriers were offered as an explanation by Tong et al. (2008) for low cessation rates 
following the initial pre-natal appointment. Hennrikus, Hellerstedt, Lando, Steele and 
Dunn (2010) also examined social support by exploring the effectiveness of 
mobilizing women within the local community to support pregnant women 
attempting to quit smoking. The intervention illustrated that increasing the quality 
and frequency of social support from a nominated woman within the pregnant 
women’s social network was effective and an innovative approach for cessation 
programmes. This study offers an alternative approach in addressing the 
determinants that negatively influence quit outcomes, particularly the factor of social 
support.
Further barriers found for cessation during pregnancy were weight-gain and parity. 
Berg, Park, Chang and Rigotti (2008) found that concerns in the general population 
regarding weight-gain following cessation, were also reflected in the pregnancy 
population. It was suggested that women during pregnancy who are concerned about 
weight-gain, may be less likely to attempt abstinence of smoking during pregnancy 
or in the post-partum phase. Additionally, parity has been examined in the role of 
smoking cessation by Morris, Maconochie and Doyle (2007) and specifically 
whether parity influenced cigarette consumption. The findings indicated that 
primiparous women were less likely to smoke during pregnancy and suggested that a 
vast majority of infant morbidity occurred in pregnancies of multiparous women. 
However, a study by Graham, Hawkins and Law (2010) illustrated that social 
disadvantage, parity, pre-pregnancy smoking status and childhood disadvantage all 
influenced smoking status during, before and after pregnancy. Of particular interest
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was the influence of parity, where contrastingly Graham et al.’s (2010) findings, 
highlighted that primiparous women were more likely to smoke during pregnancy 
than multiparous.
Natan, Golubev and Shamrai (2010) investigated the factors that were influential in 
affecting women’s intention to smoke during pregnancy using the theory of planned 
behaviour (TPB) model. Behaviour attitudes (assessment of smoking during 
pregnancy), subjective norms (opinions of significant others) and perceived 
behavioural control (appraisal of control over smoking behaviour and the difficulty 
or ease perceived at quitting) were shown to predict smoking during pregnancy. 
These three attributes of the TPB model were found to influence women’s intention 
to smoke during pregnancy. Therefore, tailoring interventions accordingly was 
offered as a suggestion for devising more effective cessation interventions. 
Furthermore, Ortendahl and Nasman (2008) investigated intention to quit smoking 
with pregnant and non-pregnant women and the perception of smoking health risks 
and the effect on risk of quitting smoking. The findings demonstrated that pregnant 
women not intending to quit estimated the health risk while smoking as low. 
Therefore, incorporating risk information to subsequently increase personal 
responsibility for own health and the health of the foetus was highlighted as a factor 
for integration in future cessation campaigns.
Finally, the ability to spontaneously quit smoking in pregnancy has been examined, 
with some women possessing the ability to abstain from nicotine generally without 
an intervention and prior to the first ante-natal appointment (Solomon and Quinn, 
2004). These women are usually distinguished from other successful quitters in 
pregnancy by their time of quit and ability to manage several demanding health 
behavioural changes (Pirie, Lando, Curry, McBride and Grothaus, 2000). The skill of 
making multi-simultaneous health behaviour changes such as caffeine, dietary, 
alcohol and nicotine are not commonly seen, as these demands on the pregnant 
woman are too high (Hall, Tunstall, Vila and Duffy, 1992). Therefore, spontaneous 
quitting has generated much research to decipher the characteristics these women 
hold, which have been generally emphasised as: higher education and income, are 
experiencing a planned pregnancy, primiparous, married or in a relationship, access
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ante-natal care early, experiencing nausea and sickness in the 1®^ trimester and have 
an intention to breastfeed. Additionally, spontaneous quitters tend to have fewer 
smokers in their social environment, have stronger beliefs that smoking can harm the 
foetus and have lower addiction levels to nicotine.
Despite the previous qualitative and quantitative research that has been undertaken 
further explanations to why pregnant women move between quitting and relapse 
several times during the pregnancy are needed, particularly as relapse figures during 
the post-partum period remain higher than expected (Lawrence, Aveyard, Cheng, 
Griffin, Johnson and Croghan, 2005). This continuous cycle of quitting and relapse 
may result from the way women frame their quit process during pregnancy as 
quitting to reduce the ill-effects on the foetus without the motivation to quit for their 
own improved health, is acknowledged to lead to a suspension of smoking rather 
than long-term quitting (Lawrence et al. 2005). Cessation in pregnancy is often 
viewed by women as short-term abstinence which suggests that identifying the 
psychological determinants are crucial if smoking behaviour is to be modified and 
sustained long-term.
It has been suggested that examining the intentions of pregnant women in adjusting 
their health behaviours would be beneficial (Lawrence et al. 2005) and therefore, 
despite previous exploration of social and biological factors the reasons why women 
continue to smoke still needs addressing. It has been emphasised that there is a lack 
of studies that have explored the psychological determinants of smoking and as 
levels of smoking remain high in pregnant women, further research to identify the 
psychological factors involved has been suggested (Lu et al. 2001) and the aim of 
this thesis is to address this.
Pregnant smokers can be thought of in terms of four different groups of women: 
women who spontaneously quit when pregnant, women who achieve cessation 
during pregnancy independently of external support, women who continually attempt 
cessation but are unsuccessful, and women who are not interested in modifying their 
smoking behaviour. Panjari, Bell, Astbury, Bishop, Dalais et al. (1997) stated that 
women who spontaneously quit at the knowledge of their pregnancy, commonly
19
differ in their backgrounds compared to women who continue to smoke through the 
pregnancy (Panjari, Bell, Astbury, Bishop, Dalais and Rice, 1997). This would 
suggest that spontaneous quitters and women who quit in the duration of the 
pregnancy have the necessary abilities and resources to quit without the support of a 
cessation programme. Whereas, women that attempt cessation multiple times 
whether successful or not usually need external support, which is generally provided 
by a health professional. It is these smokers and the smokers disinterested in quitting 
that will be the main focus of this thesis. These two groups of smokers tend to be 
women from areas of social disadvantage (Bull, Burke, Walsh and Whitehead, 2007) 
and the vast majority of women participating in the studies throughout this thesis are 
from areas of social disadvantage. Therefore, despite the challenges for the 
researcher, gaining trust and engaging these women in the research process 
demonstrates the strength of this thesis.
Much of the previous work conducted in this area has been quantitative research, 
which has established factors associated with pregnant women’s experiences of 
quitting. However, gaps in research still exist and an alternative approach to increase 
understanding in this area is to undertake qualitative investigation. Qualitative 
research by its nature generates rather than deducts and the advantage of this is to 
determine new influential factors not previously established (Coyle, 2007). 
Therefore, identifying the barriers pregnant women face when trying to quit smoking 
through a qualitative approach will be conducted. However, in order to ascertain 
existing qualitative research a systematic review will firstly be undertaken with the 
aim of contributing to this area of research.
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2 Exploring the barriers of quitting smoking during pregnancy: A systematic 
review of qualitative studies
2.1 Overview
Smoking during pregnancy is widely known to increase health risks to the foetus, 
and understanding the quitting process during pregnancy is essential in order to 
realise national government targets. As discussed in Chapter 1 using a quantitative 
method has been the most widely used approach in this area of research. However, 
qualitative studies have been used in order to gain a greater understanding of the 
quitting process and the objective of this systematic review was to examine and 
evaluate qualitative studies that have investigated the psychological and social 
factors around women attempting to quit smoking during pregnancy. Electronic 
databases and journals were searched with seven articles included in this review. The 
findings demonstrated that women were aware of the health risks to the foetus 
associated with smoking; however knowledge of potential health risks was not 
sufficient to motivate them to quit. Several barriers to quitting were identified which 
included willpower, role, and meaning of smoking, issues with cessation provision, 
changes in relationship interactions, understanding of facts, changes in smell and 
taste and influence of family and friends. A further interesting finding was that 
cessation service provision by health professionals was viewed negatively by 
women. It was concluded that there is a shortage of qualitative studies that 
concentrate on the specific difficulties that pregnant women face when trying to quit 
smoking.
2.2 Introduction
When women become pregnant this does not mean they will automatically quit 
smoking (Abrahamsson, Springett, Karlsson and Ottosson, 2005; Nichter, Nichter, 
Muramoto, Adrian, Goldade, Tesler and Thompson, 2007). For example, Haslam et 
al. (1997) found that half of the women they interviewed could state without any 
prompting two or more health risks including breathing problems, congenital 
malformations, low birth weight, premature birth, low IQ and circulatory problems
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(Haslam et al. 1997). Research demonstrating the associated risks are widely 
documented. These include increased risk of perinatal mortality and morbidity such 
as miscarriage, SIDS, low birth weight, foetal abnormalities, lung disorders and 
premature birth (Bull et al. 2003; Haslam et al. 1997). However, despite having this 
knowledge, women still continue to struggle to quit smoking during pregnancy.
The government in the UK has a target of reducing smoking in pregnancy from 23% 
to 15% by 2010 (Great Britain and Department of Health, 1998). National figures in 
Australia demonstrate an overall smoking rate of 17.3% in pregnancy with a decrease 
from an estimated 30% in the 1980’s (Laws and Hilder, 2008; The Strategy 
Ministerial Council on Drug Strategy, 2004). A national strategy is in place to reduce 
this further. The United States has a target to increase smoking cessation from 14% 
in 1998 to 30% by 2010 (Centers for Disease Control and Prevention, 2010; Healthy 
People, 2010). Despite existing interventions, pregnant women remain difficult to 
motivate and support in the quitting process, with research illustrating that only 
approximately 30% of pregnant smokers quit (Lindqvist and Aberg, 2001). Women 
who attempt to change their smoking behaviours during pregnancy encounter 
numerous barriers.
Successfully quitting smoking does not solely involve managing nicotine dependence 
but also the management of the women’s psychological and social environment 
(Haslam et al. 1997). A great deal of emphasis has previously been placed on the 
model of biological addiction as a mechanism to quitting, and although showing 
some success, this may have also hindered investigation of other factors involved in 
the quitting process (Bull et al. 2003). A greater understanding of these factors will 
help researchers develop better smoking cessation interventions to help motivated 
women to quit (Bull et al. 2007; Haslam et al. 1997). Qualitative methods of research 
enable us to understand how people make sense of personal experiences and 
situations (Coyle 2007; Lyons, 2007). These methods are suited to exploring in-depth 
issues and generate rich data, which are useful in the development of new theories or 
new approaches and interventions.
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2.2.1 Objective
The objective of this paper was to review qualitative research that has examined 
psychological and social factors involved with women’s attempts to change smoking 
behaviours during pregnancy.
2.2.2 Study design and inclusion criteria
A systematic review was undertaken using only primary studies that were written in 
English and published in peer review journals. Studies that collected data during the 
post-partum stage about changes made to smoking behaviour during pregnancy were 
also included. Studies were discounted if they employed a mix of both qualitative 
and quantitative methods.
2.2.3 Participants
Women who had attempted to quit smoking during pregnancy. Originally it was
planned to include only studies with participants who were 18 years old and over, 
however, this reduced the number of studies that could be included. Therefore, 
studies have been included with participation age of 15 years old and over.
2.2.4 Search strategy for identification of studies
The following electronic databases were searched for relevant studies; Assia (1987- 
date), Medline (1950-date), Maternity and Infant Care (1971-date), CINAHL (1982- 
date), psycARTICLES (no dates given), psycINFO (1806-date), ScienceDirect 
(1995-date), Embase.com (1974-date) and Cochrane Library. Search terms used to 
identify the relevant articles were: 1, maternity and smok*; 2, preg* and tobacco; 3, 
preg* and nicotine; 4, smoking and pregnancy; 5, qualitative studies; 6, smok* and 
preg* and qualit*; 7, interviews and smoking. These searches were further refined by 
combining the following search terms: 4 and 5; 4 and 7; and also 4 and 5 and 7; to 
ensure all relevant studies were included. Finally, 3 and 5; and 2 and 5 search terms 
were combined.
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2.3 Methods and Results
The search strategies identified 663 abstracts. Following review, 634 abstracts were 
immediately discarded as a purely qualitative method had not been employed. 
Twenty-three full texts articles were retrieved and following further scrutiny, 16 
were excluded because they did not meet the inclusion criterion. The remaining 
seven articles were included in this review.
2.3.1 Description of Studies
Table 1 shows a summary of the studies included in this review. Two studies were 
conducted in the UK (Haslam et al. 2001; Tod, 2003), two studies in the United 
States (USA) (Nichter et al. 2007; Pletsch and Thomton Kratz, 2004). One in 
Sweden (Abrahamsson et al. 2005) one in Canada (Bottorff, Kalaw, Johnson, 
Stewart, Greaves and Carey, 2006) and one in Australia (Hotham, Atkinson and 
Gilbert, 2002). Six of the studies employed interviews as a data collection method 
(Abrahamsson et al. 2005; Bottorff et al. 2006; Haslam et al. 2001; Nichter et al. 
2007; Pletsch et al. 2004; Tod 2003) and one study used focus groups (Hotham et al. 
2002). One study conducted two interviews with the same women (Bottorff et al. 
2006). Two studies carried out three interviews with the same women (Nichter et al. 
2007; Pletsch et al. 2004) and the four remaining studies did not specify how many 
times women participated.
The following different qualitative methods of analysis were utilized; Framework 
Analysis techniques (Tod 2003) Grounded Theory, (Bottorff et al. 2006) 
Phenomenographic approach (Abrahamsson et al. 2005) and Thematic Analysis 
(Hotham et al. 2002; Pletsch et al. 2004). The total number of participants in the 
seven studies was 183, with a range of 11 women to 53 women participating. The 
studies reviewed all used opportunity samples.
One study investigated the effects of women’s tobacco reduction during pregnancy 
on couples’ interactions. Findings demonstrated that the way couples interacted 
affected the women’s success at quitting (Bottorff et al. 2006). Women are greatly 
influenced by partners and fiiends that smoke and attempting to quit can be costly to
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these relationships (Bottorff et al. 2006; Hotham et al. 2002; Tod 2003). 
Abrahamsson et al. (2005) concluded that women need to be empowered and in 
control of their immediate environment if quitting is to be maintained. Abrahamsson 
et al.’s (2005) study further identified the need to increase self-efficacy.
A further study that demonstrated how women make sense of their smoking during 
pregnancy, concluded that women feel ashamed of their smoking and try to justify 
their smoking behaviour (Abrahamsson et al. 2005; Hotham et al. 2002). However, 
despite these negative emotions, smoking was still depicted as an essential daily 
coping mechanism. Furthermore, women lacked self confidence regarding their 
ability to maintain abstinence post-natally, which consequently decreased their 
motivation to attempt to quit during pregnancy (Haslam et al. 2001; Hotham et al. 
2002).
Haslam et al. (2001) explored awareness to the related health risks of smoking 
during pregnancy. The study illustrated that despite women having medical 
knowledge and being aware of health risks, there was still an inclination to trust 
personal experience and experiences of others over medical advice. Moreover, the 
women that did acknowledge, and personalise medical information, still did not 
regard this information sufficiently motivating to quit (Abrahamsson et al. 2005; 
Haslam et al. 2001; Tod 2003).
Barriers to cessation, attitudes to NRT and perception of the counselling provided by 
health professionals were examined (Hotham et al. 2002; Tod 2003). Cessation 
service provision was viewed negatively by women as they had previously been dealt 
with in a judgmental manner by health professionals and were therefore reluctant to 
discuss their current smoking behaviour (Abrahamsson et al. 2005; Hotham et al. 
2002; Tod 2003).
A further study explored the reasons why women quit during pregnancy and the 
factors that were involved in relapsing (Nichter et al. 2007). Successful quitters were 
found to be women who had a strong sense of moral identity and had a more stable
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living environment. Relapse was related to factors such as contradictory messages 
being offered by family and friends regarding their smoking behaviour.
Finally, Pletsch et al. (2004) examined the physiological factors that motivate women 
to quit smoking during pregnancy. These physiological changes to the body during 
pregnancy made the smell and taste of primary and secondary smoke unpleasant. 
This was sufficient to motivate an attempt to quit smoking, but it was found 
problematic maintaining this quit attempt as it was not instigated by desire.
26
I
I
CZ53
.9
Î
(D
1
i
4-4O
!
%
%
Î
I
i!
a
i l l
s
Ili
I i l l!
A
I
I
Q
i
ê “
I
a 'S
a o
p %
s
J  •S -oa  S 5| ê |
1 1 1t« US
ft
II
f a
1
u t;rS
Is^ &|IIf|
•a:2
.11
i l l
(/) o
Î
(UOh 0O o
g .9* 1 1o o0 <u cr
i l l
■C | 5 &cQ a
'S
1
13 13(U C)to
n o(D 'n 8;zi »
CD
S(UA
II I
P t3 ro t5X)
bû c3
0 0  o
_  O OM O CO
l l
. a
^  E«
i . i i i
^  ^ -• (U K:
II i IjII
<D (U 
O
1 1 1a  u  .a 8-
I
5 -3  E 1 3 . 9 1 1  ^ a  § I
p4
oOh
I II
(U
o| l  _
a '§ ) . .
%< m
IIII"II1 o<uI iO t3 Oh D
11CD cfl
P< <
1 |
oo CdCN Oh
I
CN
a*©
B
I
IPQ
0 °
II
1  O
II
it
o
'a o
5 'Ü sIf
aI
II
«
o3 Î2
"  "  I ' l
§  ë I  a
Io
0)
o
1
ii
0
I  I< «8 u
2
3b
i tDh A
I I
f l
Q_
11
III
3 ,t3
rn 13
r >
I #n51 0OhO
c /3 o0 13Ü
SPcd cd> 0
1 01o
"rd 2
y a 1
'G 13 pû U 4: 4» Q A
> § 8
(D
WdIf- 1V o oa ir> m 00
1 9 1 §ri flj 0 Ci
.a g
(li
O SP1
N
1II » cd OOh
g (D
IIOh ^
I S'
5 ■?
1 3
ÏOh
OO(N
en op
I!c/3 ^
Ü
llOh.
SP Oh
(D (D cd o
(D M
00 00
îH
^  I(D cd
I  o «  a  c«o •
ËhI I I  I  Ëh
1 3
tosi
ooCN
1 301DOh
0\
Cd
I so Q(N
cd!
Ci
k%
I
I
ï
O fl
h î
aI
ë  s  
Q ®
l l l l î
43
II
Q
i
il
t-
cd
00 pj
•j3 cd 111
13
(U
00  00
ê 1 ï
n
CD
3 a 1 1CD
C/3 ' S . a
%
a
1 3
CD
n 3
- r 0 0  ü CDH CD n CD
1 3 O ' O
I ^
.11
O  o
oo
(N
<S
II
lî
II
(D f—^11
1 1
l i
g s  
3 - 3
li
E .a
I-
CD 0 0  
cfl (3
ï |
fl
CDI
| a |
2 %'gai
IIo 00 o -  3 %
i l lai| ri
4 3  -  
0 , 1 3 l î l i l
4 -, 
O  O  "33 enI! II
i l l f
i S I Ï I
o o l l
m .2P ür—I ü o.
P
t i l l
en p a 43 <! â)pH
l | i  
i p
i
O
% O
'B
-j
i n
cd
ü
ü
%
S
O
<N
<
B
0\
( N
a
%
I
I
if
%
ill
I
II
I ill I
43
I
I
A
I
it
j
f
Ph
on e•ri -8 3 1n
44o
"o g on
1 3 1 1
cd
t
izn
CO a fli 2 1
"X
C)44o (U■§ 2 a44 tvî b n b l) 5i O
CD
o
(1) r ] P c/a
! i 3 3 n c/T51 4) •ri U • r l 0> ’T l
O
a
>
i
a s
P h 2 s . 3 <+4
II
ÎI
l l i i
S3 cd
K 2 « a - I
-8
P i
4-1o 
VO -y 
o g
Mil
om
2.4 Methodological quality
Midwives or clinical staff recruited participants for three studies (Abrahamsson et al. 
2005; Haslam et al. 2001; Tod 2003). Three studies used the researchers to recruit 
women (Bottorff et al. 2006; Hotham et al. 2002; Nichter et al. 2007). One study did not 
specify who recruited participants (Pletsch et al. 2004).
The recruitment of pregnant participants was reported as challenging. All studies 
reported using an opportunity sample; however three of the seven studies had an 
inclusion criterion. Bottorff et al. (2006) recruited women that would represent a range 
of experiences with partners that smoked daily, occasionally, never or were ex-smokers. 
Pletsch et al. (2004) specified recruitment of women over 18 years of age and having 
quit smoking before their first ante-natal visit. Finally, Nichter et al. (2007) recruited 
women who were less than 28 weeks pregnant when they participated in the study and 
were of low-income. The four remaining studies had only one inclusion criterion for 
participation, that women were smokers (Abrahamsson et al. 2005; Haslam et al. 2001; 
Hotham et al. 2002; Tod 2003) see Table 1.
2.5 Discussion
The aim of this review was to evaluate qualitative studies that have investigated the 
psychological and social factors around women attempting to quit smoking during 
pregnancy. Although there were differences in the methods used and data analysis, two 
consistent findings that emerge across the studies were control and health risks to self 
and baby. Additional findings illustrated that women faced barriers, whether from family 
and friends and personal issues such as willpower, highlighting that smoking was more 
than a physical addiction. Smoking was embedded in these women’s whole lives, from 
behavioural routine to interactions with their partners; and purely addressing the 
biological mechanism of addiction was not sufficient.
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Abrahamsson et al. (2005) eonstructed a model with three dimensions, control, 
reflections and defence. It was concluded that self-efficacy was dependent on the level 
of control women had over their smoking behaviour. This varied jfrom a range of, total 
lack of control, to total control. The more self-efficacy a woman had the more control 
she exhibited over her smoking behaviour (Abrahamsson et al. 2005). Haslam et al. 
(2001) and Tod (2003) also concluded that taking control was necessary to quit 
smoking. This lack of control and low level of self-efficacy can be understood in terms 
of women who make multiple quit attempts. These women are aware they need to make 
smoking behaviour changes but lack the self-efficacy needed to take control over their 
smoking (Abrahamsson et al. 2005). This was further illustrated in the study conducted 
by Tod (2003) who found women stated the belief that being able to progress from 
cutting down to quitting needed additional willpower, which women felt was not 
possible for them. In contrast to this, Nichter et al. (2007) explored whether a 
primiparous (first baby) pregnancy rather than a multiparous (second or more) 
pregnancy was more influential than control. However, this was not observed and the 
amount of control the women had over their immediate environment was concluded the 
most influencing factor in quitting.
Nichter et al. (2007) felt that previous studies tended to classify women into two groups,
quitters and non-quitters giving no acknowledgment to women who engaged in either
harm reduction or made multiple quit attempts. Therefore, Nichter et al. (2007)
suggested reclassifying women into three groups: quitters harm reducers and shifters.
This reclassification led to a better understanding of these women as it demonstrated that
women were conscious of their smoking behaviour during pregnancy and often
attempted to make some changes. However, the recognition of cutting down or harm
reducing is not always a positive one as it can lead to apathy over the need to change
smoking behaviour. Health professionals now appear to be accepting cutting down or
harm reduction as sufficient instead of quitting (Hotham et al. 2002). The message
health professionals should convey needs to be clearer and consistent for all pregnant
women. Cutting down however is not an effective method as compensatory smoking
usually occurs (Hotham et al. 2002; Nichter et al. 2007). Myths and misconceptions
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surrounding smoking still need addressing, such as women’s perception of light branded 
cigarettes being safer to smoke, and doctors’ advice to pregnant women that stress from 
quitting had an equally damaging effect on the foetus as smoking. Therefore, some 
women interpreted this to mean that smoking in small amounts was safer than 
attempting to quit (Nichter et al. 2007).
Women demonstrated their belief that health professionals’ adviee was affected by their 
own smoking status. Consequently, women in Hotham et al.’s (2002) study reported 
being wary of advice offered to them by health professionals that smoked, as this was 
contradictory. The smoking status of health professionals may be one reason why cutting 
down is sometimes seen as acceptable, as it would be difficult for health professionals to 
advice abstinence if they were visibly smokers (Hotham et al. 2002). Research has been 
conducted on the delivery of health professionals’ cessation advice and the subsequent 
influence on pregnant women (Bull, 2007; McLeod, Benn, Pullon, Viccars, White, 
Cookson and Dowell, 2003). Abrahamsson et al. (2005) found that a factor to change 
smoking behaviour was the social presentation of smoking behaviour. This related to 
how defensive women become when challenged, for example, by health professionals 
about their smoking (Abrahamsson et al. 2005). If a pregnant woman had little or no 
defence reactions then it was concluded that she was open to the idea of change.
Awareness of the meaning of smoking was portrayed as how reflective women were 
concerning being pregnant, being a smoker and the effects on the baby’s well-being. 
Abrahamsson et al. (2005) stated that if women were fully aware of the effects of 
smoking and the impact it had on the unborn baby, they were more likely to be receptive 
to behaviour change. Nevertheless, this was not always reflected in the reviewed studies, 
as knowledge of risks did not necessarily lead to quitting. There can be a distinct 
difference between knowledge and action, in that women can understand the knowledge 
in factual terms but remain detached from the emotional aspect that allows reflection, 
which leads to action. This was seen in Tod’s (2003) study which demonstrated that 
participants were aware of smoking facts; however, they minimized the associated risks
for both themselves and their unborn babies and this did not lead to quitting (Tod 2003).
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Furthermore, if women had experienced previous uncomplicated pregnancies, this 
strengthened the denial in necessitating changes to smoking behaviour. Haslam et al. 
(2001) also found there was for most women an awareness of smoking risks, but this 
added no extra motivation to quit.
Bottorff et al. (2006) illustrated just how influential the immediate environment can be 
on women’s success when quitting and demonstrated that couples interactions change 
during pregnancy for women, regardless of whether or not their partner smoked. In 
women whose partners were non-smokers, quitting reduced conflict and created a more 
peaceful environment. Partners were supportive and the reduction in conflict became a 
motivating factor in remaining abstinent. Cessation was generally not discussed with 
these partners who mistakenly believed women found stopping smoking easy. Women 
who smoked and whose partners smoked disclosed how policing the house to make sure 
the partners’ smoking occurred outside, was a constant drain. Their partners described 
the women as nags if they requested help with cessation and showed little interest in 
quitting with them, but often resorted to monitoring and restricting the women’s 
smoking (Bottorff et al. 2006). The majority of partners put pressure on the women to 
cut down or quit. This suggests that even at home women are marginalised and exposed 
to stigma and pressure regarding their smoking. Therefore, in terms of refuge, women 
have nowhere to escape from the daily stress and pressure of smoking, and this can only 
add to their feelings of being ashamed and guilty about their smoking behaviour.
Recruitment was reported as challenging with difficulties in securing participants found
in some studies (Bottorff et al. 2006; Hotham et al. 2002; Tod 2003). A study by Tod
(2003) found only 18 out of 300 women returned invitations to participate with a final
total of 11 women being interviewed. This suggests that women may be ashamed, and
experience guilt about their smoking behaviour during pregnancy (Tod 2003)
consequently, trying to engage with these women to participate in research is difficult.
Due to recruitment difficulties, opportunity samples are often used. This can present
itself with problems as women who participate could be biased and therefore be
representative of a population of women more receptive to behaviour change or already
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partaking in some form of harm reduction. Offering telephone interviews is one option 
when recruitment is difficult. Tod (2003) emphasised the use of telephone interviews 
which enabled women from areas of deprivation to participate; however, the study 
questioned the reliance of this method compared to face-to-face interviews. Tod (2003) 
felt that adopting telephone interviewing hindered in-depth probing. However, telephone 
interviewing could have the potential with sensitive issues to yield more honesty as 
anonymity is greater.
Investment into improving health promotion and cessation programmes is vast in terms 
of money, time and effort (Kelley, Bond and Abraham, 2001). In spite of this, the UK, 
USA and Australian government targets to reduce the number of women smoking still 
remains challenging for health professionals. Drawing on qualitative research will add to 
our understanding of how to better support pregnant women when developing health 
promotion and cessation programmes. Although qualitative studies have been conducted 
in this area, research is still lacking. There appears to be a lack of inductive investigation 
into the challenges women face when making a decision about changing smoking 
behaviour and how to implement this change successfully. In a recent review by Ebert 
and Fahy (2007) recommendations were made for an increase in qualitative researeh into 
the relationship formed between the midwife and pregnant woman and how this had a 
crucial bearing on the women’s smoking behaviour (Ebert and Fahy, 2007). More 
research needs to be conducted to expand existing knowledge and understanding of 
these complex and challenging issues, which can be used to develop effective cessation 
programmes.
Unfortunately, pregnant women tend to view quitting as something they should only do 
for the pregnancy and maintaining abstinence post-natally is well doeumented as being 
very demanding for women with relapse rates post-natally being recorded as high as 
60% (Hotham et al. 2002). Further research therefore needs to explore the impact of 
giving educational material to pregnant women which emphasises associated 
disadvantages and risks for the foetus from pregnancy through to teenage years and not
35
just the ante-natal phase. This may reduce the short-term mentality of quitting only for 
the pregnancy and begin to benefit families’ longevity health.
Future research also needs to recognise that most interventions are inaccessible to the 
majority of these women as they face numerous psychological and social barriers to 
reach the point of commencing a quit. Subsequently, these women often experience 
failed quit attempts which negatively impact further on their psychological well-being. 
There needs to be an improved understanding from midwives around addiction which 
leads to a greater empathy to support instead of prejudging pregnant women (Tod 2003). 
Additionally, an individual tailored approach is necessary that includes small
manageable goals with intense support to reach them (Tod 2003). The social context of
smoking and quitting needs more emphasis in cessation services as social pressure often 
results in relapse (Abrahamsson et al. 2005). Better multi-disciplinary support between 
doctors, midwives and health visitors is needed to offer the best support to these women 
(Tod 2003). Research should continue to investigate the barriers women face when 
attempting to quit smoking during pregnancy, and women centred interventions need to 
be developed that address both the psychological and social challenges.
The challenges and difficulties of quitting smoking during pregnancy have been 
documented; ranging from personal willpower to influence of friends and family. The 
overall conclusion revealed through this review was that women felt pressure to quit 
smoking and faced common barriers to successful quitting, these being control and 
health risks to self and baby. Therefore, implementing of new interventions to
appropriately support these women are necessary.
Further qualitative investigation into barriers women face is suggested; therefore in the 
next chapter qualitative research using focus groups will be conducted to explore these 
challenges in more detail.
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3 A focus group study to explore psychological barriers and challenges pregnant 
women encounter when attempting to quit smoking
3.1 Overview
As reported in chapter 1 the majority of previous research in the area of smoking in 
pregnancy has been quantitative following a hypothetico-deductive approach (Coyle 
2007). Therefore, expanding this knowledge from a qualitative perspective to generate 
rich data that will enhance existing quantitative research will be advantageous. A 
systematic review was undertaken in chapter 2 to identify any gaps in research and 
general conclusions suggested a lack of qualitative research had been conducted in this 
area. Therefore, this study will undertake two focus groups to explore the psychological 
barriers and challenges pregnant women experience when attempting to quit smoking.
Abstinence of nicotine during pregnancy is challenging and involves many differing 
factors from belief about the effects of smoking, support from significant others and 
learning to cope without smoking. Two focus groups lasting approximately an hour each 
were conducted with the aim of devising an interview schedule for further qualitative 
investigation into the psychological barriers and challenges pregnant women encounter 
when quitting smoking. Interpretative phenomenological analysis was used to analyse 
the data. Three super-ordinate themes were identified: (1) ability versus desire to quit, 
(2) misinformation about quitting and (3) coping with quitting with seven sub-ordinate 
themes. Barriers to quitting identified: using smoking as a coping mechanism in 
emotional situations, lack of support from partners or friends, and not possessing 
necessary resources to successfully quit. Findings demonstrated that the women gave 
priority to remaining abstinent from alcohol and marijuana instead of nicotine, which 
were considered adequate health behaviour changes. However, women were prepared to 
make smoking behaviour changes during pregnancy which included cutting down the 
number of cigarettes smoked and changing to lighter brands of cigarettes.
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3.2 Introduction
One of the most significant changes a pregnant smoker can modify to improve the health 
of the developing foetus is to quit smoking. The decisions women make about smoking 
in pregnancy shape their unborn baby’s lives. The benefits of quitting are evident not 
just in the womb, and at birth, such as premature labour and low birth weight but have 
an influential effeet on long-term factors such as increased behavioural difficulties for 
example attention deficit hyperactivity disorder (ADHD) and future levels of education 
(Batstra, Hadders-Algra and Neeleman, 2003; Coleman, Thornton, Britton, Lewis, 
Watts, Coughtrie, Mannion, Marlow and Godfi*ey C, 2007; Grange, Vayssiere, Borgne, 
Ouazana, L'Huillier, Valensi, Peiffer, Aubin, Renon, Thomas and Lebargy, 2005; Lu et 
al. 2001). Therefore, exploring and understanding why pregnant women are often 
unsuccessful in cessation is advantageous for both mother and baby.
A method of exploration that allows in-depth research and can engage with the women’s 
experiences of quitting during pregnancy would be appropriate for the focus group 
approach. Focus groups have been described as a method of producing qualitative data 
from a discussed-based unstructured interview with small groups of people (Bowling, 
2001; Brewerton and Millward, 2001). Through the use of interaction that occurs, the 
group stimulates discussion offering insight, perspective and generating of ideas 
(Bowling 2001). It has been suggested that the group size should ideally range from 6-12 
people per session with this method of enquiry being appropriate for health research 
(Bowling 2001; Brewerton et al. 2001). The focus group is distinguished from other 
qualitative methods by the presence of a facilitator and focus groups aim to examine a 
topic by entering the world of the participants to explore their understanding, opinions, 
beliefs, perspectives, attitudes and values of a given area of research (Brewerton et al. 
2001). The focus group process has two dynamic levels, intrapersonal and intergroup 
interactions. The former being the way the individuals expressed themselves and the 
latter how the participants within the group interact and communicate (Brewerton et al. 
2001). Therefore, both collective and individual interaction is important and the focus 
group method is perceived as less intense than faee-to-face interviews. This can result in
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achieving data that is useful in generating more research questions or sufficing the 
exploration of a specific topic. However, this method does not aim to produce 
generalizable data (Brewerton et al. 2001). The aim of these focus groups were two fold: 
to explore psychological barriers to quitting within a group setting and to use the 
findings to devise questions for a semi-structured interview schedule to further 
investigate in-depth the complexities of psychological barriers to quitting nicotine in 
pregnancy.
3.3 Method
3.3.1 Rationale for methodology
A qualitative design was employed in this study in the form of two independent focus 
groups. These focus groups explored participants’ experiences, opinions and attitudes to 
smoking and quitting during and immediately postpartum. A broad discussion schedule 
around smoking in pregnancy was utilized to enable the women to openly talk about the 
topic.
3.3.2 Ethical considerations
The researcher was a level 3 trained Specialist Pregnancy Stop Smoking Advisor, and on 
approaching the ethics committee was informed that no formal ethics would be required 
to undertake these focus groups as this research was included in the duties of her 
advisory role. The findings were used to improve the local stop smoking provision 
offered to pregnant women and families, and presented in a report to the Primary Care 
Trust (POT). The women had longer than a week to decide whether they wished to 
participate. The aims and objectives of the research and a focus group schedule were 
made available to potential participants in the form of an information pack (see 
Appendix 3A). Written consent was obtained prior to commencement of foeus groups. 
Women were made aware they could withdraw from the study during the focus group in 
the unlikely event they became distressed. Further support could be sought from the
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agency staff if necessary. Additionally, the researcher provided a follow-up contact 
number for the participants should they wish to discuss any concerns.
3.3.3 Participants
Ten ante-natal or recently post-natal women, defined as less than two months post­
partum, participated in the two focus groups (see Table 3.1). Participants were drawn 
from an opportunity sample of women that accessed local training programmes designed 
for pregnant women and families.
3.3.4 Demographic data
The first focus group was conducted with five ante-natal and one post-natal primiparous 
women. The women were aged between 18-24 years old. All six women had attempted 
to quit smoking during pregnancy with only one woman being successful. The second 
focus group was conducted with two ante-natal women aged between 25-30 years old 
and two post-natal women aged 31-40 years old. These women were multiparous and 
had made at least one quit attempt during pregnancy; however none of the women had 
been successful. In total 80% of the women had experienced unplanned pregnancies, one 
woman was single, and 90% had partners that smoked.
Table 3.1 Demographics of the women in the Wolverton and Netherfield focus groups 
(# = 10)
Characteristics Number Percentage
Age range
18-24 6 60
25^W 2 20
31-40 2 20
Parity
Primiparous 6 60
Multiparous 4 40
Pregnancy status
Planned 2 20
Unplanned 8 80
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3.3.5 Procedure
These two focus groups were carried out through two different agencies. The first, 
Wolverton Christian Foundation was a local independent initiative to teach young 
pregnant women to manage parenting independently and the second Netherfield was a 
local Children’s Centre parent support group. Both agencies were approached and the 
area of research and aim of the focus group discussed with staff. The agencies spoke to 
the women who attended the sessions for parental advice and support to see if they were 
interested in participating in the research. A copy of the consent form and focus group 
schedule was circulated to all the potential participants showing an interest in 
participating. Several women indicated being happy to participate and subsequently two 
foeus groups were arranged by the different agencies. Women agreed to participate 
however, voiced being unhappy about the discussion being recorded and after 
consideration it was decided by the researcher to hold the focus groups as workshops. 
The researcher reiterated the purpose of the research at the beginning of each focus 
group. Prior to commencement written consent was obtained from each participant by 
the researcher.
3.4 Data collection
3.4.1 Analytical process
For data collection a pragmatic approach needed to be adopted. The participants in both
focus groups expressed feeling uncomfortable and not happy for the discussion to be
audio recorded, therefore hand recording was undertaken. Both focus groups were run in
a workshop style with participants’ contributions being hand recorded in the form of
mind maps on flip board paper as the discussion was held and then typed up to form
transcripts. Acknowledgment is given here that a compromise has been reached and that
transcripts are not verbatim. The women participating came from a culture where
smoking was normalized and everyone within their community smoked. Therefore, it
emerged that the women in the main were in agreement with each others opinions and
the transcripts and results demonstrate individual and collective discussion. Due to the
demanding nature of writing down the discussion as it occurred some of the
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contributions were precised to ensure important elements were not lost. However, the 
grammatical style of phrase and words were not altered and this is reflected in the 
quotes. Also, instead of an individual women’s name being used, the name of the focus 
group is cited.
3.4.2 Data analysis
Interpretative phenomenological analysis (Smith and Osborn, 2003) was used to analyse 
data and each focus group data was analysed separately. On the left-hand side of the 
margin, comments were added that emphasised a significant point. These comments 
were developed further following reflection and considered for convergences and 
divergences within the data. On the right-hand side of the margin the comments were 
transformed into sentences that reflected what the participants were expressing, which 
became sub-ordinate themes. Following this, emerging themes were chronologically 
listed and connections between themes were identified forming clusters. Any duplicate 
themes were dropped from the analytical process. The themes were checked against the 
transcript to ensure it reflected what the participants said. The clustered themes were 
given a title name which represented the super-ordinate titles and a table compiled (see 
Appendix 3B).
3.4.3 Quality checks
The two focus groups transcripts were analysed as individual cases, despite this 
approach being more time consuming, it is nevertheless; a validated method of IP A 
(Smith et al. 2003). The treatment of the transcript data was checked by the line 
manager, an independent researcher, and supervisor for consistency and continuity of 
data across both focus groups.
3.5 Results
The analysis revealed the following three super-ordinate themes: (1) ability versus desire 
to quit, (2) misinformation about quitting and (3) coping with quitting. Seven sub-
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ordinate themes emerged: within the theme of ability versus desire to quit were the sub­
ordinate themes of exercising the choice to quit or smoke and cues to smoking. Within 
misinformation about quitting were lack of knowledge and support and knowledge given 
by the midwife. Finally, coping with quitting theme revealed three sub-ordinate themes: 
emotions experienced, role of smoking and existing support structure for making health 
behaviour changes (see Table 3.2). The names of the individual women participating 
have been omitted. As the majority of quotes were of collective opinion the symbol 
Wolverton or Netherfield, has been used which denotes the two different focus groups.
Table 3.2 List of super and sub-ordinate themes identified 
Super-ordinate themes Sub-ordinate themes
1. Ability versus desire to quit Exercising the choice to quit or smoke
Cues to smoking
2. Misinformation about quitting Lack of knowledge
Support and knowledge given by the
midwife
3. Coping with quitting Emotions experienced
Role of smoking
Existing support structure for making health
behaviour changes
3.6 1. Ability versus desire to quit
3.6.1 Exercising the choiee to quit or smoke
Most of the women expressed the false belief they had the ability to quit smoking 
whenever they wished but that maintaining abstinence would be more challenging. 
Nevertheless, they portrayed perceiving a choice in smoking as demonstrated:
Wolverton: ‘think I can quit -  but I choose to smoke.’ (1.38)
Netherfield: ‘easy to quit -  hard to stay quit.’ (1.5)
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This said, the women were prepared to make changes to their smoking behaviour 
although this did not include complete abstinence as demonstrated below:
Wolverton: ‘cutting down don’t quit.’ (1.2)
Netherfield: ‘need to change brand (lighter) whilst cutting down, although I put my 
fingers over the holes to strengthen it.’ (2.47)
All of the women were of the opinion that cutting down was an adequate temporary 
change, except one woman who successfully quit. These women generally did not have 
a long-term commitment to quitting and openly spoke about the short timeframe during 
pregnancy where they felt required to make changes, recognizing that post-natally they 
could smoke again.
Wolverton: ‘at end of pregnancy -  knew could smoke again.’ (1.13)
Several of the women prior to pregnancy were smoking marijuana which was perceived 
as more harmful to the developing foetus than nicotine; therefore, abstinence from 
marijuana occurred. Additionally, it appeared that a decision between engaging in 
smoking or drinking behaviour was made, with the priority given to continual smoking.
Wolverton: ‘smoking nicotine better than marijuana, felt done enough giving up 
marijuana.’ (1.3)
Wolverton: ‘priority on smoking instead of drinking.’ (2. 55)
This attitude of desiring to smoke was expressed further by citing that the health of the 
foetus was their responsibility and that smoking was their decision to make:
Wolverton: ‘my baby, my choice.’ (1.5)
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However, the women demonstrated their ability to exercise control over where they 
smoked and were able to delay smoking in social situations where smoking was not 
appropriate. Nevertheless, once they returned to an environment where they could have 
a cigarette they smoked.
Wolverton: ‘social situation allows smoking i.e. can now smoke cos got place of own 
and couldn’t smoke in front of parents but now got place of own so can.’ (2,60)
Netherfield: ’if I can’t smoke, then I do manage like when I’m at my parent’s house. 
They don’t smoke, so I find I don’t need to, but as soon as I can, I light up straight 
away.’ (2.58)
The women felt obligated to been seen as actively doing something about their smoking 
and therefore agreed to local service cessation support when given the opportunity. 
However, because of this lack of priority given to quitting when something else occurred 
that day that was perceived as more important, the women did not attend the pre­
arranged cessation appointment.
Wolverton; ‘didn’t show (to cessation appointment) as something else that day had to 
take priority.’ (2.64)
In the event the women were considering attending their appointment, convenience of 
appointments and personal factors hindered attendance.
Wolverton: ‘stop smoking appointments not convenient, effort needed.’ (1.6)
Some of the women discussed in their first pregnancy how they had intentions to quit, 
but in subsequent pregnancies this was diluted.
Netherfield: ‘With your first pregnancy you have all good intentions; diet, smoking etc. 
When you’re on the second pregnancy you think ohh forget it.’ (2.61)
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Despite not wanting to quit smoking some of the women recognised the benefits of 
having a smokefree home in preparation for the imminent birth. Other post-natal women 
discussed attempting to make changes to reduce the effects of secondhand smoke on the 
newborn baby. However, not having control over their immediate environment 
exacerbated these difficulties. Help from the partner was emphasised by the women as 
crucial and the women discussed how they felt unsupported which affected their ability 
to make any changes. Despite acknowledging the need to make changes in the home, 
there was the attributing of ill-health to factors other than smoking. One of the women’s 
children had suffered regular coughs and colds but she felt this was due to the damp 
housing conditions rather than passive smoking.
Netherfield: ‘Two months before (baby was due) I tried to prepare the house, smoke 
firee, but my partner eouldn’t follow this. Need that support (to quit).’ (2.88)
The women recognised that to make short or long-term changes, they needed support. 
However, the partners were shown to be unsupportive and demanding. One woman did 
not have a partner and therefore felt there was no support available.
Wolverton: ‘unsupportive partner -  difficult to do everything.’ (2.52)
Wolverton: ‘social situation -not having a partner.’ (1.41)
Some of the women that had tried to quit either in the previous or the current pregnancy 
felt that cutting down was the only option.
Netherfield: ‘needed support but didn’t get it.’ (3.93)
Netherfield: ‘have cut down feel as much as can do.’ (1.1)
The behaviour of smoking pre-pregnancy appeared so important to these women that 
despite being aware of general health risks, they continued to smoke. This was
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demonstrated by one woman who was advised to cut down cigarettes whilst taking oral 
contraceptives. However, she responded instead by not taking her oral contraceptive 
rather than addressing her smoking behaviour, which resulted in experiencing an 
unplanned pregnancy. These health decisions appeared to remain unchanged even when 
the women were pregnant and they continued to portray smoking as an active decision 
made.
Wolverton: ‘told to cut down cos on pill -  so choose to come off pill -  not bothered 
about risk of cancer (reason for unplanned pregnancy).’ (2.58)
3.6.2 Cues to smoking
The women spoke about the variety of cues that preceded the need to smoke. These 
included the accessibility of cigarettes, the opportunity to smoke and lifestyle influences 
as demonstrated:
Netherfield: ‘If I’m with smokers, I smoke more as there’s no hassle of going outside.’ 
(255)
The women found that watching others smoking increased their desire to smoke and 
found that visual influences were strong.
Netherfield: ‘Watching ‘EastEnders’ someone sparking up makes you smoke.’ (1.16)
3.7 2. Misinformation about quitting
3.7.1 Lack of knowledge
The women’s lack of knowledge about smoking, quitting and NRT was interesting. 
Women drew on past experiences and experiences of others to decide whether they 
believed medical facts. As previous babies, theirs or other women’s, were bom healthy 
and at a normal birth weight the conclusion was made that medical advice was incorrect.
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Additionally, during the pregnancy there was misinformation surrounding the effects of 
quitting.
Wolverton: ‘health professionals’ advice-not convinced about advice, inconsistent 
advice.’ (1.9)
Netherfield: ‘if you stop smoking suddenly you will miscarry.’ (1.12)
Furthermore, when expressing knowledge and attitudes about NRT, this was negative:
Netherfield: ‘Patches didn’t give enough of a kick.’ (1.27)
The information acquired about NRT was incorrect and the women had been led to 
believe NRT was expensive and not obtainable through prescription in the UK.
Wolverton: ‘cost of NRT.’ (1.42)
Wolverton: ‘told no NRT onNHS.’ (2.48)
The whole concept and use of NRT was inaccurate, with the women believing NRT had 
no role in attempting to quit:
Netherfield: ‘can’t see why should use NRT. You should have no nicotine (if quitting), 
not replace it.’ (1.35)
One woman knew about the changes to the UK guidelines for NRT that states women 
can have NRT during pregnancy on prescription if adequately supported by health 
professionals. She also expressed she was aware that cigarettes contained chemicals and 
NRT did not. Nevertheless, when there was the opportunity to apply this knowledge the 
woman chose not to use NRT whilst attempting cessation. Finally, there was the 
misconception held amongst the women that different levels of addiction were
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experienced. If NRT had been tried in different formats such as inhalator and gum, and 
abstinence was still not achieved then you were really addicted to smoking.
3.7.2 Support and knowledge given by the midwife
The women were particularly critical of the role of the midwife regarding cessation. 
Midwives were discussed at length and the women had strong opinions on the role the 
midwife should fulfil. This included working alongside the women attempting to quit 
and spending time supporting them in a non-judgmental approach.
Wolverton: ‘midwife not enough time to talk about smoking, midwife patronizing 
about smoking.’ (1.6)
Women felt that their midwives were judgmental in attitude towards their smoking 
which was viewed negatively and one particular woman was irritated that her midwife 
had recorded an over estimated of the amount of cigarettes she smoked in her pregnancy 
notes. The women concurred that the approach of some midwives were better than 
others in understanding and supporting their attempts to quit.
Wolverton: ‘annoyed at self-report, over estimation by midwife.’ (1.12)
Netherfield: ‘Some work with you, but some at you.’ (1.18)
However, the women felt that the correct approach should still be that they had the 
ultimate choice over quitting or smoking without being made to feel irresponsible and 
then supported accordingly.
Netherfield: ‘Need a good relationship with the midwife- if you want to cut down will 
support this and don’t push.’ (1.21)
Finally, many of the women experienced inconsistent messages and information from
the midwife. Additionally, there was a lack of information being given at the ante-natal
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booking-in that neglected to inform these women about the effects of smoking on the 
developing foetus.
Netherfield: ‘Still conflicting advice from midwife.’ (1.26)
Netherfield: ‘No effect of smoking given (by the midwife).’ (1.20)
3.8 3. Coping with quitting
3.8.1 Emotions experienced
Trying to cope with the hassles of life was challenging. The social complexities 
surrounding the women’s pregnancies were seen as barriers to quitting. These women 
had a variety of pressures to deal with from anxiety about the imminent birth to general 
stress. Smoking was associated with emotionally charged situations and the women cited 
the following circumstances where smoking helped them to cope:
Wolverton: ‘pressures of coming motherhood.’ (2.51)
Wolverton: ‘if stressed, nervous you think you need a fag.’ (1.40)
Wolverton: ‘smoking makes you feel better -  angry so allowed to smoke.’ (2.47)
Wolverton: ‘anxious about birth.’ (1.14)
Wolverton: ‘responsibilities.’ (2.54)
3.8.2 Role of smoking
The role of smoking emerged as the most prevalent theme. These women were very sure
how the role of smoking operated in their lives and this was depicted as the reason for
unsuccessful quitting or not even attempting to quit. Stress was the main reason that
women felt they could not quit smoking. The women reported having chaotic and busy
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lifestyles and contrastingly emphasised experiencing boredom, which were factors 
highlighted as barriers to quitting. Smoking served to alleviate this and became a 
positive reinforcer for coping:
Netherfield: ‘It’s the relief when you pull the first puff on that cig.’ (1.11)
Women agreed that in preparation for stressful situations cigarettes would be bought and 
children were commonly cited as a reason for continual smoking.
Netherfield: ‘Anticipated I will need them and got fags in ready eos I was stressed and 
would need them. ’ (1.8)
Netherfield: ‘Stress -  kids arguing must have eigarette first before sorting kids. Try to 
ealm down first’ (1.3)
At this point there was a division between the participating women’s opinions, regarding 
the consequences of stress. Some of the women had attempted to quit and discussed how 
stress had been the common factor for relapse:
Netherfield: ‘Everyone saw how stressed I was and understood why I went lapsed.’ 
(1.24)
Other women felt the regularly experienced levels of stress were justification for not 
even attempting to quit:
Netherfield: ‘at the moment no way I could quit I’m too stressed.’ (1.29)
Even a health professional reportedly condoned relapse and had been accepting of the 
reverting back to smoking:
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Netherfield: ‘(midwife) saw what I was going through (referring to her emotional state) 
so supported my smoking.’ (1.23)
Finally smoking was identified as helping alleviate boredom for the women.
Netherfield: ‘boredom.’ (1.2)
3.8.3 Existing support structure for making health behaviour changes
The women recognised that social support was necessary from others to successfully 
quit. Without practical support from partners or health professionals, coping without 
cigarettes was daunting. Some of the women had attempted to quit but as abstinence 
became more challenging, instead of offering encouragement the midwives reportedly 
suggested returning to smoking to cope with the stress experienced.
Wolverton: ‘unsupportive partner -  diffieult to do everything.’ (2.52)
Wolverton: ‘stopped (smoking), midwife said start smoking cos of stress.’ (1.8)
3.9 Discussion
The purpose of the focus groups were to explore the psychological factors involved in 
smoking and quitting and to devise an interview schedule that could be used for in-depth 
investigation into the barriers and challenges that pregnant women face when attempting 
to quit smoking. The findings have revealed three super-ordinate themes existed for 
these women.
The theme ability versus desire to quit emerged and this was illustrated by the changes 
the women made. The women participating discussed how ultimately there was only an 
interest in making short-term changes to their smoking behaviour, such as cutting down 
on cigarettes for the duration of the pregnancy or changing cigarette brand. There was no 
desire to abstain completely from nicotine. However, some of the women were
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interested in making changes in the home and car and were mindful of preparing the 
house for the baby. There was discussion around the ability to make these changes with 
some women in a better position to do this. Partner support was identified as necessary if 
changes were to be made. Unfortunately, the discussion revealed that partners were not 
generally prepared to engage with these changes which resulted in the women feeling 
defeated.
The women seemed aware that health behaviour changes should be made and appeared 
to form some sort of evaluation about which health behaviours they should change. 
Despite this awareness, the women stated that they chose to continually smoke and gave 
the impression of self satisfaction that engagement in some positive health behaviour 
changes had occurred, namely the abstinence of marijuana and alcohol. It appeared that 
smoking was so important to these women that it was prioritized over everything else 
and there was an attitude of it’s my baby and therefore my choice regardless of the risks 
involved. Conversely, these women may not have felt supported enough from partners 
and health professionals and therefore falsely represented continual smoking as a choice. 
One woman was of the opinion that smoking should be abstained from during pregnancy 
and was successful in her quit. However, her abstinence was not recognised as an 
achievement by the remainder of the women participating. Interestingly, the women 
were able to delay smoking for periods of hours at a time if smoking was not permitted, 
which would indicate that the ability to quit with the right support was achievable. This 
suggests that pregnancy is a good time to review health behaviour changes and provides 
many health professionals with an opportunity to impact on the individual, family and 
the community’s health.
The women in this focus group found reasons not to attend their cessation appointments 
with a constant shifting of daily priorities that did not include quitting. The women 
revealed that the first pregnancy was the most significant in evaluation and modification 
of health behaviours, the subsequent pregnancies had less impact on the need to make 
any health changes. This evaluation suggests that the first pregnancy creates an
opportunity for health professionals to fulfil a supportive role in aiding pregnant women.
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It was interesting that the women identified the role of partners as support providers and 
that no other relationship was considered, such as best friend or mum. Also despite 
being a close community and having knowledge of other pregnant women that may be 
attempting to quit, there was no consideration of supporting each other. Unfortunately, 
this support from partners did not materialize and making changes to the immediate 
home environment such as becoming smokeffee was met with obstruction.
Social cues such as watching people smoking on television increased the number of 
cigarettes smoked for these women. Additionally, when socializing with other smokers 
this allowed both the opportunity and the acceptability to smoke more cigarettes as 
smoking could occur in the home. Cigarettes were more obtainable as other people 
smoked, and therefore always accessible, which further increased levels of smoking. The 
women found it challenging to ignore these cues and therefore this perpetuated the need 
and amount smoked.
The theme of misinformation about quitting by these women illustrated how their beliefs 
shaped their decisions about changing smoking behaviour. All of the women were 
unsure whether they believed the documented negative health effects smoking had on 
their developing foetus and children. These doubts and misconceptions were further 
questioned by the knowledge that some of the smoking women either delivered normal 
birth weight babies in previous pregnancies or knew other smoking women that had 
babies at normal birth weights. The women’s lack of belief and inconsistencies in 
medical information symbolized the choice expressed to continue smoking.
The majority of the women stated having received conflicting information and advice 
around smoking from their midwives and GPs. Their confidence in health professionals’ 
advice was low and therefore illustrates the importance of consistent information 
regarding the effects of smoking in pregnancy being given. Some of the women were 
still being told NRT in the UK was not available for pregnant women; the National 
Institute for Health and Clinical Guidelines (2005) state pregnant women can have NRT
if being supported by health professionals such as cessation services (ASH 2005).
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The following myths need dispelling: the abrupt ceasing of smoking can cause 
pregnancy complications, cutting down is safe and that level of addiction is perceived by 
the intensity experienced. Women stated that abrupt abstinence from nicotine could 
induce a miscarriage and were therefore wary of quitting. It was interesting that the 
majority of medical knowledge available was discarded by these women as inconsistent 
and untrue, although the lay medical myth around sudden abstinence during pregnancy 
was accepted. It is suggested that this information fitted with the women’s attitudes in 
their reluctance to quit, therefore illustrating a bias in their belief process. The women 
implied that if abstinence was considered unobtainable then cutting down would suffice 
and reduced the smoking related risks. The women believed that level of addiction was 
perceived by the intensity of the urge to smoke and this was demonstrated by their 
discussion around the use of multiple NRT’s. If the inhalator, gum and microtab had 
been used without resulting in abstinence then the conclusion of being really addicted 
was believed. This belief may have provided justification for their continued smoking by 
removing self-blame and passing responsibility to others such as midwives.
The women were critical of the support and attitudes of midwives, which may have been 
to remove any portion of self blame that abstinence had not been achieved. There was 
the attitude that midwives should be patient led in their support and only offer 
encouragement to cut down smoking. The women wanted the midwife to be empathetic 
to why they smoked and how smoking helped them with coping. Despite these criticisms 
each woman said their relationship with their midwife was very important but did not 
want the midwife to push the necessity of quitting. A midwife was defined as good if she 
did not encourage complete abstinence and in some personal situations women were 
reporting that midwives were condoning cutting down the number of cigarettes smoked 
rather than encouraging cessation. However, it remains the midwives professional 
responsibility to inform pregnant women about the effects of smoking for both her and 
the developing foetus and the message that there is no safe level of smoking needs to be 
consistently delivered.
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The final theme of coping with quitting for these women emphasised a challenging task 
and in many ways the women felt defeated before cessation was attempted. All of the 
women highlighted various emotional circumstances where smoking was utilized to 
overcome stresses experienced.
The women had both specific and general worries which mainly centred on the 
pregnancy and birth and regularly found themselves in situations where they became 
angry. There was a general consensus that smoking helped them feel better and as the 
women often felt angry, smoking was perceived as a behaviour that was allowed.
The women highlighted other reasons for smoking and discussed the role smoking 
fulfilled in their lives. The reasons given were contradictory and therefore interesting as 
the women portrayed chaotic and hectic lives that were stressful and busy. However, the 
women continued by explaining that a common reason for smoking was to alleviate 
boredom. The women emphasised coping with the demands of a young family as a 
determinant in being unable to reduce smoking or relapse. The effect of that first puff on 
the cigarette was described as a relief and acted as a positive reinforcer increasing the 
reliance on smoking. Some of the women felt under so much pressure and stress that 
considering attempting cessation was unthinkable. Other women had tried but failed to 
quit and identified the causal factor for this as high levels of stress. Moreover, relapse 
was approved by a midwife who empathized with one woman’s personal circumstances 
which created a confusing message about the need to quit smoking. The women felt in a 
position where they were unable to attempt quitting as coping with the hassles of daily 
life were too challenging. These women identified that support was necessary from both 
partners and health professionals for this situation to change. This was interesting as the 
focus group discussion demonstrated that the women did not want midwives to actively 
encourage quitting.
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3.9.1 Limitations of the study
It is acknowledged that the method to record these focus groups was compromised. 
However, the decision to proceed was made as an experienced Specialist Advisor who is 
aware that engaging with and recruiting pregnant or recently post-natal women is very 
challenging. Therefore, the opportunity to have the privilege of exploring the women’s 
perspective on smoking and quitting was considered valuable enough to proceed despite 
not be able to audio tape the focus groups discussion. Throughout this study it was 
important that the women participating were honest and open in their beliefs and were 
not influenced by expected responses that were socially desirable. For this to be possible 
the researcher needed to build trust with these women in a short space of time and 
although it is acknowledged that a compromise has been reached, this has enabled data 
to be collected that is richer and more truthful. The findings in this study however 
cannot be generalized to other pregnant populations.
3.9.2 Future research
Findings of these focus groups revealed that women although aware of the support 
required, particularly from partners, to successfully quit smoking were only motivated to 
achieve temporary abstinence from smoking. These women did not have effective 
coping strategies to allow socializing with other smokers or to cope with endured stress 
without relapsing. The area of quitting smoking during pregnancy using a qualitative 
approach is under researched despite being productive in creating new understanding of 
the quitting process for pregnant women and future investigation into these focus groups 
findings would be beneficial in understanding women’s experiences. Therefore, to 
continue with an in-depth investigation of women’s individual accounts of quitting 
smoking is suggested.
3.9.3 Conclusion
The women expressed the belief they could choose between smoking and quitting.
However, this did not appear to be an informed choice as the enormity of myths and
misinformation around quitting, NRT and disbelief in medical information and advice
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was evident. The present study’s findings were suggestive that women were happy to be 
perceived as being interested in quitting; although it is evident there was no real desire to 
quit. There was an acceptance that health behaviours needed changing and this was 
addressed by maintaining abstinence from marijuana and alcohol. Following reflection 
into these women’s ability versus desire to quit, conclusions were made that most of the 
women did not have the necessary resources or support to successfully quit. The role of 
the midwife was inadequate for these women as inconsistent advice and approval of 
relapse emerged as standard practice. Additionally, the support structure from partner, 
friends and family to quit was lacking. As smoking was associated with emotional 
situations and utilized to cope accordingly, the role of smoking for these women was 
clearly defined. Smoking was a function to cope with the emotional fluctuations in life 
and anger, anxiety, stress and nervousness were specific emotions discussed that were 
managed through smoking. For women to be more successful in cessation, increasing 
positive psychological functioning needs to be learnt (Drayton-Martin, Manners, Novak 
and Shamban, 1999; Haslam et al. 2001) and this is where the role of the health 
professional becomes important. Often pregnant smokers do not receive any help and 
support from their immediate social relationships and the health professionals’ role is to 
be able to increase psychological functioning to empower these women.
The findings in this present study cannot be generalized to other pregnant women
however; the aim of the focus groups was to explore psychological barriers to quitting
and use these findings to inform an interview schedule to continue much needed
exploration in this area of research. A study by Abrahamsson et al. (2005) illustrated that
women held a common perception that becoming pregnant would automatically mean
quitting smoking (Abrahamsson et al. 2005). However, once faced with pregnancy the
ability to quit was challenged. This perception of managing to quit easily, has a
resonance to the beliefs of the women in the Netherfield focus group who expressed the
ease at quitting but the challenge to maintain abstinence. Additionally, previous research
has illustrated that primiparous women appear more motivated to quit (Ruggiero, Tsoh,
Everett, Fava and Guise, 2000) and the women in the present study expressed feeling
more inclined to attempt to quit during the first pregnancy, but the action of quitting was
58
found more challenging than expected. Choices like temporary abstinence during 
pregnancy or reducing the number of cigarettes were options explored prior to 
consideration of long-term smoking behaviour changes.
In conclusion the main changes to smoking behaviour these women were prepared to 
make was cutting down the number of cigarettes they smoked for the duration of the 
pregnancy. In the next chapter further exploration will be conducted using a qualitative 
idiographic approach through semi-structured interviews to examine the barriers and the 
challenges of quitting smoking in individual women. The interview schedule has been 
devised using the findings fi-om this chapter.
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4 How do pregnant women quit smoking? A qualitative study identifying the 
psychological factors
4.1 Overview
The previous chapter has undertaken two focus group studies to explore the challenges 
and barriers of quitting smoking for pregnant women. The findings of these focus groups 
have enabled the devising of an interview schedule to explore individual women’s 
accounts of barriers encountered. Through a qualitative approach using IPA these 
psychological barriers to quitting were explored in the present chapter. Two ante-natal 
and eight post-natal women participated in individual interviews lasting approximately 1 
hour and 15 minutes each. Following analysis, five super-ordinate themes emerged: (1) 
controlling the quitting process, (2) coping with quitting, (3) the assimilation of 
information about smoking risks in pregnancy, (4) attitudes towards smoking and (5) the 
influence of the social environment on smoking. The barriers to quitting experienced 
were: low levels of willpower affected by self-esteem, not using achievement of 
abstaining to continue re-motivating the quit, not personalising smoking related risks, 
experiencing no change in smoking attitude once pregnant, feeling increased stress at 
society’s negative perceptions of smoking and experiencing conflict and tension in 
intimate relationships. Determinants identified with a successful quit were: high levels 
of determination, ability to implement flexible coping strategies when quitting and 
having an external source of support if partner, family and friends were unwilling to 
support the quit. It was concluded that interventions were still not adequately addressing 
the challenges pregnant women encounter when trying to quit, and partners need to be 
included in the quit process as standard cessation practice.
4.2 Introduction
The process of attempting to quit smoking during pregnancy is complex and challenging 
due to the short time frame available and the motivation required for attempting to quit
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(Abrahamsson et al. 2005). Although the associated risks for smoking in pregnancy are 
known, even motivated women still struggle to quit smoking, often moving between 
cycles of short periods of abstinence and relapse. Exploring which barriers to quitting 
exist and which particular challenges prevent women from successfully quitting is 
essential in expanding existing knowledge in order for the development of cessation 
programmes. These programmes need to have the capacity to help motivated women to 
quit and to provide the opportunity to create motivation in women who have not 
considered quitting.
Although women appear knowledgeable about smoking related risks, pregnant women 
are not always concerned about the impact of these risks to their developing foetus 
(Haslam et al. 2001). This scepticism has been highlighted as an alarming finding 
(Hotham et al. 2002). However, pregnant women have reported feeling surprised that the 
issue of smoking and quitting is not discussed more often during ante-natal clinics 
(Haslam et al. 2001). This would indicate an acceptance of involvement by health 
professionals into smoking status and subsequent cessation, suggesting that through 
more appropriate approaches the opportunity to support women exists. Conversely, other 
pregnant women are certain about the ill effects smoking can cause and this creates 
feelings of extreme stress as quitting is seen as unachievable (Hotham et al. 2002). This 
stress has been illustrated as exacerbating the ability to engage in cessation and further 
increase smoking.
One of the most cited barriers to quitting has been lack of willpower (Tod 2003). 
Pregnant women appear to understand how important willpower is to quitting. However, 
often inability to find the necessary willpower due to daily stresses endured, lead to 
unsuccessful quit outcomes. Often only temporarily abstinence of smoking is attempted 
with women trying to cut down the amount of cigarettes smoked instead (Tod 2003). 
Moreover, as the role and meaning of smoking has been portrayed as a coping 
mechanism for life, pregnant women face real cessation challenges. This is particularly 
true for the primiparous mothers, who portrayed future motherhood as overwhelming 
(Tod 2003).
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Women find their social environment very influential when considering cessation. The 
attitudes of society to quit smoking are sometimes seen by pregnant women as 
challenging, as pressure from other people to quit is experienced. Whilst some pregnant 
women find this pressure helpful, others have reported it increases their stress levels, 
which in turn, perpetuated the smoking cycle (Hotham et al. 2002). Moreover, 
Abrahamsson et al. (2005) identified a general belief by pregnant women that continual 
smoking implied engaging in an egocentric and shameful behaviour which further 
exacerbated stress levels for pregnant smokers. On a more intimate level, the dynamics 
between couples when pregnant women attempt to quit has also been demonstrated to 
influence quit outcome (Bottorff et al. 2006). Exploring these interactions between 
intimate relationships and quitting is advantageous in understanding the pregnant 
women’s perspective from inside the home. In Bottorff et al.’s (2006) study couples’ 
interactions were grouped into disengaging, conflictual and accommodating categories, 
with differing levels of support and understanding from the women’s partners (Bottorff 
et al. 2006). Conflictual interactions resulted in the women’s cessation which created 
peace and less conflict between the women and their non-smoking partners. In 
accommodating couples, both or only the women smoked and there was the 
establishment of ways to accommodate and support each other with the majority of 
partners reducing tobacco intake or attempting cessation with the pregnant woman. 
Finally, disengaging couples where both smoked resulted in the women attempting 
cessation with the partners remaining strong smokers (Bottorff et al. 2006). If partners 
were unsupportive when the women attempted to quit, monitoring and restriction of the 
women’s tobacco intake was often carried out, with the belief and expectation that only 
the pregnant woman should quit (Bottorff et al. 2006).
Women have reported that little understanding or support is available locally and that
local services can be judgmental of their smoking behaviour instead of supportive (Tod
2003). It has been reported the questioning of medical facts and possessing of incorrect
beliefs around the risks of smoking when pregnant (Hotham et al. 2002; Tod 2003).
Consequently, this has led to pregnant women searching and finding evidence to
discredit the risks associated with smoking in pregnancy, such as smoking friends who
62
had delivered healthy babies (Tod 2003). Inconsistent messages from health 
professionals are often circulated within ante-natal care, with pregnant women viewing 
health professionals negatively (Hotham et al. 2002) which has a further impact on 
women’s motivation to engage with cessation services, producing more barriers to 
quitting.
Various qualitative studies have been conducted to ascertain a ftiller understanding of 
why pregnant women continue to smoke. The central theme emerging was not an 
absence of desire to quit, but barriers that were preventing this (Ingall and Cropley, 
2010). Haslam et al. (2001) identified four barrier categories to quitting: willpower, 
physical and psychological addition, being irritable and other smokers. A range of cues 
to smoking were identified such as: stress, coping with the children, coffee and meal 
breaks, boredom, socializing, seeing others smoke, relationship problems and relaxation 
at the end of the day. Hotham et al.’s (2002) findings highlighted: scepticism of 
smoking-related harm, fear of weight gain, family and friends smoking and nicotine 
addiction. Reflective of this was Tod’s (2003) study emphasising: willpower, role and 
meaning of smoking, influence of family and friends, service issues and interpretation 
and understanding of facts. Finally, Abrahamsson et al.’s (2005) findings emerged with 
five story types: will stop smoking later, my smoking might hurt my baby, smoking is 
just given up and smoking must be taken charge of. A mixture of determinants have 
been identified as barriers to quitting with several common findings: influence of 
partner, ftdends and family, lack of willpower and the disbelief of smoking related risks 
to the foetus.
Tod (2003) has examined the role of smoking cessation services available to women and 
concluded these services were still insufficient. The women seemed unable to move 
from cutting down to quitting and willpower was highlighted as the inaccessible 
mechanism. However, a more in-depth understanding of willpower, what factors 
influence willpower and how it could be increased was not explored. The impact and the 
influence of the social environment were only briefly addressed and a better
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understanding of these factors would help establish the needs of this specific group of 
women.
Despite Abrahamsson et al. (2005) gaining an insight into pregnant women’s 
constructions of their smoking behaviour, the study did not address which determinants 
were associated with women who experienced successful quits. Haslam et al.’s (2001) 
study highlighted the daily hassles that women endured, which were represented as 
barriers to quitting. Cues identified that increased smoking and prevented abstinence 
were portrayed as psychological elements of addiction. However, these were not 
specifically discussed only the acknowledgement of there existence which created 
challenges in quitting. Haslam et al. (2001) recommended that more research needs 
conducting around the use of smoking as a mechanism to deal with daily hassles, 
particularly stress. Additionally more research into how women perceived their 
individual risk of smoking during pregnancy was suggested. Hotham et al.’s (2002) 
study concentrated more on the role of health professionals in delivering smoking 
cessation advice and conclusions were that the service was fragmented with 
inconsistencies that needed addressing. Health professionals appeared satisfied if women 
reported cutting down or recently quitting with women’s cessation progress not being 
followed up at later ante-natal visits (Hotham et al. 2002). One GP in the study was 
reported to advise a pregnant woman that smoking less than five cigarettes a day was 
acceptable. These attitudes by health professionals illustrated how a lack of consistent 
health messages were being disseminated (Hotham et al. 2002). It was concluded that 
pregnant women would benefit from education in a non-judgmental environment where 
health messages were clear and consistent. Understanding couples interactions whilst 
quitting illustrated that women in Bottorff s disengaging category would find abstinence 
extremely challenging (Bottorff et al. 2006). Despite often feeling pressure firom society 
to quit smoking (Hotham et al. 2002) these women also faced persecution from within 
the privacy of their own homes. Bottorff et al. (2006) recommended further research was 
conducted in this area.
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The previous focus group study in Chapter 3 highlighted that pregnant women did not 
have the necessary abilities, skills or resources to successfully quit smoking and the 
present study aims to expand these findings and increase understanding of this premise. 
Through a qualitative approach, the challenges pregnant women face with the 
subsequent impact on their ability to quit will be examined and psychological
determinants explored. Additionally, the pregnant women’s perception of smoking
related risks to the foetus will be investigated. This study aims to address the following 
research questions: what psychological barriers exist for pregnant women when 
attempting to quit smoking and what determinants are associated with successful 
quitting?
4.3 Method
4.3.1 Rationale for methodology
Research shows that interviews as a method of investigation are more detailed and richer 
in data generation (Tod 2003). Interpretative Phenomenological Analysis is an 
idiographic approach, emphasising and allowing an understanding of an individual’s 
personal experience whilst enabling social factors that determine the experience to be 
included (Coyle 2007; Lyons 2007). It deals with phenomenology, hermeneutics and 
idiography. The nature of IPA research means that the participant and researcher engage 
in an interactive process with the researcher taking on an active role. The task of the 
researcher is to convey the participants’ personal experience. This is through a two stage 
process of interpretation commencing with the participant making sense of their personal 
experience and allowing the researcher access to this. The researcher then has to make 
sense of how the participant is making sense of their experience. Therefore, the 
researcher has two roles: firstly by being part of the dynamic interview process the 
researcher assembles a subjective experience of the interview and secondly to 
objectively make sense of second-order information and experience of the participant 
(Coyle 2007; Lyons 2007). This method of enquiry is appropriate for investigating the 
quitting experiences of pregnant women.
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4.3.2 Ethical considerations
Full NHS ethical approval was obtained for this study and the provided information pack 
allowed the women more than three days to consider participation before the researcher 
made contact (see Appendix 4A). Participants were instructed at the commencement of 
the interview they could withdraw from the study at anytime and request the interview 
recording or transcript be destroyed. Written informed consent was obtained prior to the 
interview. Participants’ were reassured their data would be treated confidentially and 
written quotes would be made using pseudo names. Consideration had been given to the 
unlikely event that the participant became upset during the interview, which would result 
in interview termination and the researcher offering support. Should the participant 
become distressed and continue to require further support she would be directed to her 
GP or midwife who would be able to advise her. The researcher’s phone number was 
made available at the end of the interview.
4.3.3 Participants
Ten women, two ante-natal and eight post-natal, participated and were all over 18 years 
of age. Participation criteria were that attempts were made to abstain from nicotine 
smoking for more than one day. The sample was drawn from a target population of ante­
natal or less than two months post-natal women who had attended a stop smoking clinic. 
The PCT defines a quitter as someone who is smokeffee for at least four weeks. Prior to 
conducting the interviews six women had successfully quit smoking as defined by the 
PCT. However, the recorded smoking status of the women may have changed by the 
commencement of the interviews and therefore the current smoking status was 
unknown. Nonetheless, as the nature of the study was to explore barriers and challenges 
of quitting, participation was offered to all women who had attended the smoking 
clinics, including four weeks quitters as abstinence may have been a temporary health 
behaviour change.
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4.3.4 Demographic data
Demographic data was collected which comprised of age, smoking history, current 
smoking status, educational achievement, number of children, obstetric history, marital 
status and smoking status of family (see Table 4.1). The majority of women (40%) were 
aged 25-30 years of age. Fifty percent of women were living with their partner and 80% 
of women had planned pregnancies. Thirty percent were primiparous and 70% were 
multiparous. Seventy percent had smoking partners, 80% had smoking friends and 70% 
had non-smoking families.
Table 4.1 Demographics of interviewed women (V=10)
Characteristics Number of women Percentage
Educational Achievement
School education 1 10
Further education 6 60
Diploma 1 10
Degree 1 10
Other 1 10
Marital status
Married 4 40
Living with partner 5 50
Single 1 10
Age
25-30 4 40
31-35 3 30
36-40 2 20
41-45 1 10
Obstetric history
Planned pregnancy 8 80
Unplanned pregnancy 2 20
Smoking status
Quitters 6 60
Smokers 4 40
Number of children
1 3 30
2 2 20
3 2 20
4 3 30
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4.3.5 Procedure
Sixty-eight pregnant women who had attended a UK NHS stop smoking clinic in the 
autumn of 2006 and 2007 were the target sample. Each of these women were sent an 
information pack including the interview schedule that consisted of 12 questions (see 
Table 4.2 and Appendix 4A). All the letters were followed up with a phone call a few 
days later from the researcher, who was a level 3 trained. Specialist Pregnancy Stop 
Smoking Advisor for the PCT. The phone calls were dealt with sensitively with the 
researcher ensuring the women did not feel obligated to participate. Of the 68 women 
contacted, 16 women indicated they wished to participate and were given the option of 
being interviewed at home, in their GP surgery or at a local Children’s Centre.
From the 16 women provisionally agreeing to participate, one woman rescheduled her 
interview by phone and then subsequently cancelled participation. Three women rang 
the researcher back and cancelled their interviews prior to the interview date. One 
woman did not attend the Children’s Centre for the interview and a further woman was 
not at home for the arranged interview time. A follow-up call was made to these two 
women but neither answered their phones. Working sensitively is crucial when engaging 
with pregnant smokers and therefore the researcher took these responses to indicate they 
did not wish to participate and no further contact was made. The remaining 10 women 
participating were interviewed in their homes.
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Table 4.2 Interview schedule questions
Question Questions 
number
If post-natal women were asked to think back to their pregnancy before being 
given the following questions:
1 Tell me about your quit attempt.
2 What helped you stay determined to quit?
3 What did you do when you wanted to smoke?
4 How did you distract yourself when you were feeling like having a cigarette?
5 Did you desperately crave cigarettes?
6 Were there times when you wanted to give up quitting? Yes = what did you do to
carry on quitting? No = how did you stay so focused/committed to quitting?
7 Did other people help you quit? Yes = who and how? No = explore more
8 Did other people make it difficult for you to quit? Yes = who and how? No =
explain
9 Were you offered Nicotine Replacement Therapy? Yes = did you take your NRT
as advised? No = explain some more
10 How confident were you that you would quit?
11 For how many days, weeks or months did you manage to give up?
12 If you relapsed what made you go back to smoking?
4.4 Data collection
4.4.1 Analytical process
The interview transcripts were analysed using DP A. This qualitative method investigates
how people make sense of their personal experiences, social situations, circumstances
and events. Interpretative Phenomenological Analysis takes a very non-judgmental
approach that accepts and respects what the individual is saying for face value. This
qualitative method endeavours to build a rapport with the participant during the
interview and enter into their personal experience to understand their perspective
alongside them. The interview approach comprises of semi-structured questions
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allowing the participant to construct their own personal account and enables the 
researcher to build a framework around their personal world to make sense of it. During 
the interview, themes are generated and analysed over several transcripts to identify 
convergences and divergences (Smith et al. 2003). Throughout the interview specific 
areas can be explored in more depth until the researcher feels there is sufficient 
understanding of the individuals’ perception (Smith et al. 2003). Therefore, IPA is a 
powerful research tool as it allows great flexibility. It is expected that the findings fi*om 
this study will inform further research investigating how to increase successful cessation 
for pregnant smokers.
4.4.2 Data analysis
Each interview was transcribed verbatim. The analytical process was conducted on each 
transcript as individual cases. Prior to analysis the transcripts were read through several 
times to gain a deeper understanding of the participant’s experience, with particular 
attention paid to the interaction of both the interviewer and interviewee. Each stage of 
analysis was conducted in one sitting so as not to interrupt the flow. As individual points 
emerged, these were written on the left-hand side of the transcript, merely as one or two 
words. Each transcript was re-read taking into account the comments made and looking 
at how the line of the quote could be developed. The developments were noted on the 
right-hand side of the transcripts with a recording of how the participant felt. Reading 
through the transcripts again using the right-hand side comments, the experiences that 
the participants were expressing were developed with further consideration given to how 
these reflected psychological theories. These additional developments were also 
recorded on the right-hand side of each transcript. The transcripts were read a final time 
whilst looking across the whole transcript to identify convergences and divergences and 
allowing the emerging of themes to be identified and recorded.
Emerging themes were compiled into a chronological list and organised into a cluster of 
convergent themes throughout each transcript. The clusters were analysed for any 
duplicate themes and if so discarded. Themes that were divergent were continually
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considered in the analysis. The clustered themes formed sub-ordinate themes and these 
were checked against each transcript to ensure the themes were fully supported. Each 
cluster of sub-ordinate themes was grouped under a super-ordinate theme and re­
analysed to ensure that they correctly represented the super-ordinate theme, being 
dropped or re-positioned where appropriate. Several sub-ordinate themes did not fit into 
any super-ordinate cluster and the value of these themes was considered before dropping 
them from the analytical process. Following exhaustion of each transcript analysed, a 
master theme table was compiled from the five super and 17 sub-ordinate themes with a 
succinct title given to illustrate the content of each theme (see Appendix 4B).
4.4.3 Quality checks
Analysing transcripts individually is a validated method of IPA (Smith et al. 2003). This 
approach was felt a more appropriate method than the alternative of using the initial 
transcript as a template for the remaining transcripts, although this lengthened and made 
the analysis more complex. Despite the alternative method being more economical time 
wise, the disadvantage is that themes may be missed in the second or following 
transcripts if not present in the template transcript. The researcher felt that data would be 
richer if each transcript was analysed individually. The analytical process was checked
for quality by an independent researcher to ensure the continuity and consistence in the
analysis applied to each transcript.
4.5 Results
Following analysis five super-ordinate and 17 sub-ordinate themes emerged as barriers 
to quitting and maintaining a quit. These were: (1) controlling the quitting process, (2) 
coping with quitting, (3) the assimilation of information about smoking risks in 
pregnancy, (4) attitudes towards smoking and (5) the influence of the social environment 
on smoking (see Table 4.3).
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Within the theme of controlling the quitting process the following sub-ordinate themes 
emerged: willpower, motivation and mood. Within the coping with quitting sub-ordinate 
theme emerged: the role and meaning of smoking, external support and coping strategies 
used. In the theme of the assimilation of information about smoking risks in pregnancy 
emerged: knowledge about smoking in pregnancy, effects of smoking, responsiveness to 
acquired knowledge and feelings of responsibility as sub-ordinate themes. In the theme 
of attitudes towards smoking emerged: mental separation from smokers, feeling superior 
at quitting, justifying continued smoking and purpose for quitting. In the influence of the 
social environment on smoking theme emerged: perception of others, the effects of 
socializing and partner, friends and family’s influence on quitting. The women 
interviewed have been given pseudo names throughout to maintain anonymity. 
Interviews were labelled with the letters A-K and a name given that corresponds with 
the initial of the interview letter i.e. A=Abbey and K=Kayla.
Table 4.3 List of the super and sub-ordinate themes identified
Super-ordinate themes Sub-ordinate themes
1 Controlling the quitting process Willpower
Motivation
Mood
2 Coping with quitting The role and meaning of smoking 
External support 
Coping strategies used
3 The assimilation of information Knowledge about smoking in pregnancy
about smoking risks in pregnancy Effects of smoking
Responsiveness to acquired knowledge 
Feelings of responsibility
4 Attitudes towards smoking Mental separation from smokers 
Feeling superior at quitting 
Justifying continued smoking 
Purpose for quitting
5 The influence of the social Perception of others
environment on smoking The effects of socializing
Partner, friends and family’s influence on quitting
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4.6 1. Controlling the quitting process
The super-ordinate theme of controlling the quitting process that emerged in the analysis 
revealed how the women took control during the quit process and was constructed by 
three sub-ordinate themes: willpower, motivation and mood. All the women felt an 
element of control over their quit, although some experienced more control than others. 
The sub-ordinate themes demonstrated how these women dealt with their quit process 
and which factors influenced and motivated them to remain in control.
4.6.1 Willpower
It was the experience of some women interviewed that only a suspension of smoking 
was to be made during the pregnancy. Whereas, other women were adamant that quitting 
was a permanent health behaviour change. The willpower experienced towards quitting 
and maintaining a quit was at varying levels for all the women interviewed. Catherine 
described her struggle to maintain any willpower whilst Hannah discussed how her 
willpower was high as she recognized that the quit outcome ultimately depended upon 
her:
Catherine: ‘....I think it was just my willpower decided to give in before, I basically 
gave it a longer chance I suppose, to try and give up.’ (5.199)
Hannah: ‘ sometimes you’d think ‘oh, you know I could really have a cigarette right
now’ but then your willpower takes over and you think ‘oh no, I don’t need one’. 
(2 59)
Hannah:  It was because it wasn’t down to anybody else -  the only person that
could do it was me. Err no matter how much support I had from anybody, they weren’t 
going to be able to stop for me, so I knew that I had to do it on my own.’ (6.199)
Willpower can also be defined as determination and resolve. The findings demonstrated
level of willpower did not differ between temporary or permanent cessation of smoking
73
concluding that willpower was a contributing factor to abstinence. This should be 
encouraging to women who only want to quit for the duration of the pregnancy as this 
means a high level of willpower long-term was not always necessary for success. 
However, it should be noted that possibly some of the women utilized willpower without 
being aware of this or making reference to it. Catherine talked about how her willpower 
or resolve significantly decreased during her quit attempt. She appeared to be 
acknowledging that she needed willpower, but illustrated that she did not have enough to 
successfully quit. Hannah spoke of understanding how finding sufficient willpower was 
something she needed to do herself and acknowledged the importance of exercising her 
willpower.
The level of willpower experienced affected the women’s self-belief and self-esteem. If 
the women did not believe in their capabilities of abstaining, it emerged that quitting was 
more challenging than the women who had higher levels of confidence. All of the 
women attempted to quit, but had differing levels of self-esteem. The unsuccessful 
women gave the impression they felt obligated to attempt quitting and therefore, 
associated with poor self-esteem and low willpower this greatly affected their quit 
outcome.
4.6.2 Motivation
The levels of motivation experienced differed for all of the women and fluctuated 
throughout the quit. Women had numerous motivating factors and readily cited these 
which included: being pregnant, own personal health, existing children’s poor health and 
extra money to buy baby equipment. However, women tended to find the developing 
foetus the biggest motivational factor with the exception of one woman interviewed who 
made no reference to the foetus as a motivating factor. Hannah’s quote below 
demonstrated how she re-motivated herself when she was struggling with the desire to 
smoke. Whilst Danielle spoke about how the changes during pregnancy helped her 
remain abstinent:
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Hannah: ‘Every now and then errm I’d think ‘oh, I really want a cigarette, I can’t carry 
on this. I’ve got to have one’ but you can get over that. The odd thought now and then 
you can get over. It was when it was that week when I struggled, when you’re battling 
the thoughts constantly. That was when it almost got to the point ‘oh, I really can’t do 
this any more’. But then it would almost be -  you’d go to bed and you’d wake up the 
next day and you wouldn’t have that urge. So because you didn’t have that urge for a 
part of the day, you’d think ‘oh I can do this, I can do this’ and you’d re-motivate 
yourself to get on with it.’ (6.207)
Danielle: ‘....I think the pregnancy on the whole helped, because your senses were 
more alert, I could smell everything, and they were coming over really strong and that 
in itself helped and the fact that I didn’t want to harm my unborn baby.’ (8.311)
To summarize, the factor that motivated most of the women to quit was confirmation of 
their pregnancy. One woman did not cite pregnancy as a motivational factor; however, 
other factors such as perception of others engaged her in the quitting process. It emerged 
that motivation increased as the women’s length of abstinence increased. Although 
motivation was different for all of the women, some started very motivated but found 
this diminished as difficulties of quitting were experienced. Other women felt that 
relapsing was not an option and used their achievement of increasing abstinence as an 
effective strategy to continually re-motivate themselves. This said it became apparent 
that for some women they did not perceive their achievement of abstinence as 
motivating. This made the quitting process harder to engage with and could offer some 
explanation as to why some women commenced the quit very motivated but as these 
levels decreased were unable to recognise or utilize their achievements of quitting to 
further increase motivation.
Although the initial motivation for quitting was the pregnancy, except one woman, this 
was only the catalyst required to commence the quit attempt. To maintain the quit other 
factors were needed such as: achievements, increasing advantages from quitting, others’ 
perception about smoking, an improved sense of smell, awareness of increased
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associated risks of smoking and responsiveness to these associated risks. One of the 
women explicitly discussed how the knowledge of associated risks was not sufficient 
motivation to maintain abstinence. However, through guilt and pressure from others she 
felt she should make continual attempts to quit throughout the pregnancy. Therefore, it 
can be concluded that being pregnant was not necessarily sufficient motivation to initiate 
quitting or prevent relapsing.
Despite knowing the effects that smoking has on the foetus, some of the women in the 
present study could not change their smoking behaviour. They exhibited some 
motivation but the pregnancy as a mechanism to attitude and behaviour change was not 
sufficient. Therefore, a pattern of continuous quitting and relapsing emerged. One 
women interviewed in the present study stated that although she was pregnant, until she 
delivered the baby she was still her and therefore her needs came first. She recognised 
and acknowledged that she was being selfish but felt unable to change this. For some of 
the women interviewed the impression given to the researcher was that cutting down 
was still preferable to quitting. The guilt experienced at smoking, appeared to be 
alleviated by attempting to change their smoking behaviour. This was demonstrated by 
the attitude of giving it a go instead of being really committed to making a smoking 
behaviour change.
4.6.3 Mood
Attempting to quit during pregnancy, already a particularly stressful time, was met with 
experiencing a range of both negative and positive emotions. Some of these were helpful 
emotions and gave additional motivation to continue with the quit; however some were 
so negative they immobilized the women. Several of the women expressed how trying to 
quit during the pregnancy was the wrong time. Two unsuccessful women did not cite 
experiencing any positive emotions whilst quitting and identified feelings of loneliness 
and frustration. Other women were ashamed they smoked during their pregnancy and the 
support they received from partners and family was minimal, which made quitting more 
challenging. They discussed how they felt out of control and unsettled at not following
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their usual routine of smoking and that failed attempts to quit had led to feelings of guilt 
and worry about the affects on their developing foetus. Contrastingly, the positive 
emotions that were experienced included: sense of achievement, determination and an 
increase in self-confidence.
4.6.3.1 Negative emotions experienced
A few women talked about how alone they felt in their quit attempt and how fidends and 
partners unintentionally made them feel isolated. Gabrielle spoke about her feelings of 
loneliness at being the only person not smoking. Beatrice spoke of her smoking partner 
expressing his desire for her to quit but leaving her to make a quitting decision alone, 
which made commencing a quit attempt more difficult. Catherine’s partner made it very 
clear that he had no intention of quitting and could not understand or appreciate why she 
wanted to quit smoking. In most cases the partners’ lack of support resulted in the 
women experiencing the quit process alone.
Beatrice: ‘He didn’t want me to smoke, at all, but he kept saying ‘its up to you’ which 
is very difficult, because I - if it was reversed, I couldn’t see him stopping, you know.’ 
(&253)
Gabrielle: ‘Knowing that I’d gone round there, their sitting there having a cigarette 
and you could just inhale it all in, but ‘I want one.’ (3.76)
Catherine: ‘...So I think it would help me more like if you are gonna give up, then try 
and persuade your partner to do it as well, ‘cos then you’re both, if you’re gonna like 
get stressed then you just help each other, ‘cos then you know what you are both going 
through, whereas I spoke to my other half and my other half didn’t know what I was 
going through, and he was going ‘oh, just smoke a fag’. Yeah, cos I got so uptight with 
it, trying to grit my teeth and stuff, but so you need to be round people that are gonna 
help and join you to give up smoking I suppose, as well. INT: Did you ask him to give 
up smoking? Catherine: Yes, and he said no not on his life. He smoked for so many 
years and like he’s 47 and he said he wouldn’t give up now, there’s no point. INT: 
Was he asking you to give up though? Catherine: No, no. He kept saying to me ‘why
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do you want to give up smoking?’ Cos he didn’t understand why I wanted to give up.’
(4.160)
Fran and Beatrice demonstrated how finstrated and ashamed they felt. Fran explained 
the feeling of frustration at wanting to quit but not being able to. Whilst Beatrice 
illustrated the level of desperation she reached when quitting and shared how the need to 
smoke was so overwhelming that she physically hid her pregnancy to buy cigarettes.
Fran: ‘....the mental side is you want to quit, the physical side is you want to smoke. 
Because it’s a physical dependency I think. More, in some way’s more than a mental, it 
is actually, ‘cos really and truly inside me, I don’t want to smoke. In my head, in my 
heart, I don’t want to smoke. But there is something physically which says ‘you want, 
you need it’ and its horrible because you know you don’t, there is nothing about 
smoking that you need.’ (7.250)
Beatrice: ‘....especially after a meal or something. I’d think ‘oh God, just one little 
cigarette’ and then you could get to the point where you think right, you know, it got to 
the point where I did get in my car late at night and drive to a garage, put a big, baggy 
jumper on and hide myself and go in and buy a ten pack of cigarettes. So, yeah, it was 
pretty strong, it is pretty strong.’ (9.354)
Several of the women whilst quitting revealed feeling out of control and Hannah felt 
unsettled whilst trying to quit, particularly as this meant her daily routine was different.
Kayla: ‘ When you get pregnant, you are not making that decision to quit for you,
its for something else, which should be a far greater thing, but it just, you know, its 
kind of out of your hands then, and there’s nothing, you know - 1 hate people trying to 
get me to stop smoking. [Laughs] I don’t mean like that. But I mean like, James, if he 
sat there and said ‘you must do this’ which he did eventually, or you know, my Mum 
or my Dad or anybody, and you know when you are trying to smoke, there’s nothing 
worse than somebody going, you know, kind of putting you on a guilt trip.’ (1.36)
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Hannah: ‘Well, I, because I thought ‘I’m doing so well, I don’t need it, I don’t need it’ 
and then suddenly for like a week I was really needed a cigarette. I ate chocolate 
instead to cope with it. But I just felt out of control because my, something was, I kept 
getting cravings and no matter what I had, wouldn’t satisfy this craving I had, and I 
knew - in the back of my mind - 1 knew what it was but I just thought ‘I’m not giving 
in to that’, and eventually it just passed. It was horrible because you just want 
something, and you, I couldn’t settle, I felt very unsettled because I didn’t know what I 
wanted.’ (4.122)
One woman experienced only negative emotions throughout her quit attempts and 
expressed how she was not going to worry about her baby’s health until it actually 
arrived.
Kayla: ‘...kind of like ‘well, until its right in front of me then I don’t really need to 
worry about it too much.’ (10.353)
These women described feeling worried and guilty at smoking whilst pregnant and felt 
obligated to attempt quitting. When abstinence was followed by relapsing this fiirther 
increased feelings of guilt for these women. These negative emotions demonstrated the 
extent to which the women felt under pressure to quit often for the development of the 
foetus and not because of personal desire.
Hannah: ‘...Errm when I found out I was pregnant, the first worry I had that went 
through my mind was that I smoked. Errm so right from the start. I’d always got a 
worry that because I smoked I had got to do something about it. And so, over a few 
weeks, I prepared myself that ‘right, I’ve got to completely stop,...’ (5.184)
Fran: ‘ and also when you are carrying and developing a life inside you, there is a
tremendous amount of guilt, but the sad thing of it all is that that addiction, sometimes 
can, even though you feel guilty, that addiction can still over-ride everything that you 
feel and you know. Things that you think shouldn’t happen, the addiction can over-ride
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that. You know you think you shouldn’t smoke, but then the addiction still makes you 
smoke, and its, its an evil situation.’ (1.18)
Hannah: ‘.. .The most important thing was the health of my baby. And I knew, as soon 
as I found out I was pregnant, I knew that I had to stop,....’ (1.5)
Several women felt they were putting themselves into a position of failure trying to quit 
and were conscious of the repercussions of failing, but felt guilty continuing to smoke.
Abbey: ‘...he was very much ‘I’m proud of you’ so if you hadn’t given up, you felt 
very much like you were sort of letting him down as well as the baby and everyone 
else.’ (5.154)
Kayla: ‘I think you kind of set yourself too high a standard, ‘cos to me it was always 
‘I’m going to do this, I’m going to do this’ and maybe from the beginning I should 
have, kind of gone with a not so like ‘this is it or nothing’ approach.’ (5.165)
In conclusion, most of the women spoke about how negative the quitting proeess was. 
Some women experieneed negative emotions as a response to the way people reaeted to 
their smoking, whereas other women generated their own negativity. Whilst these 
women were quitting, many had relapses which ranged from partially smoking a 
cigarette to short periods of time when they returned to smoking. The resulting feeling of 
guilt experienced was overwhelming. As the women’s partners were not persuaded to 
quit, the responsibility of the health of the developing foetus was felt entirely by the 
women. Interestingly, none of the women referred to the partners’ experieneing feelings 
of guilt about their own smoking or the women’s smoking. Therefore, it can be 
tentatively concluded that the women interviewed were living and socializing in an 
environment where a change in smoking behaviour was not seen as a priority and 
soeially perceived as a health issue for only pregnant women to address.
80
4.6.3.2 Positive emotions experienced
During the quit process the women interviewed experieneed a range of positive 
emotions sueh as aehievement and determination which helped them stay focused on the 
quit, whilst maintaining and increasing their motivation. A number of women 
experienced an increase in their confidence levels which generated more belief in their 
ability to quit. Fran spoke about her experience:
Fran: ‘...So, for whatever reason, smoking was always quite a big part of my life. And 
so I wasn’t that confident about it, errm about giving it up, even though I wanted to, 
desperately, physically the dependence on it, I wasn’t too hopeful, if Fm honest. INT: 
Did that change, as you started to go through your quit, then? Fran: Yes, it did. When I 
started taking the supplements, I really noticed the difference. I thought -  I started 
thinking ‘oh yes, I can do this’ and know I, even now I know that if I go back to it
(quitting), that I’ll have that same feeling, because it was great being free of it ’
(5T83)
Any length of time successfully abstaining from smoking resulted in the women 
experiencing feelings of aehievement, which led to increased feelings of determination 
to continue. The positive emotions of achievement and determination were eited by 
many of the women and were utilized to maintain quit attempts. Danielle, Gabrielle and 
Jenny expressed how they felt about quitting:
Danielle: ‘....I was too determined not to smoke, especially as I was carrying. No way 
that I was going to smoke while I was pregnant... ’ (6.220)
Gabrielle: ‘I thought I was just achieving something really good. That’s it -  I just 
thought I would feel better about myself if I won’t smoke any more.’ (6.196)
Jenny: ‘I was determined to do it with help and I had said to Paul ‘as soon as I get help 
I will give up -  I will be fine, I know I will’. And I was just determined to do it.’
(5.161)
81
To summarise, whilst quitting smoking, a number of women shared their feelings of 
achievement and subsequent determination at managing to remain abstinent. These 
positive emotions were felt by all the women regardless of the length of time they 
remained abstinent. The women who were able to ehannel these feelings were more 
successful in quitting. However, some of the women lost the sense of achievement 
following a relapse and could not regain this positive motivator. These positive emotions 
of achievement and determination fed into other determinants sueh as self-belief, self­
esteem and eonfidence. Subsequently, these impacted on women’s motivational levels 
and re-eonfirmed why they were quitting and the belief they had the ability to quit. The 
women who were struggling to accept the need to quit were less determined and 
appeared to be satisfied by attempting to quit.
4.7 2. Coping with quitting
Following analysis the super-ordinate theme of coping with quitting emerged. This 
theme centred on how the women coped with quitting and had three sub-ordinate themes 
whieh were: the role and meaning of smoking, external support and eoping strategies 
used.
4.7.1 The role and meaning of smoking
Some of the women spoke about the role and meaning of smoking in their lives and all 
of the women deseribed smoking as generating emotional associations. Smoking was 
fulfilling a purpose for them and furthermore they were able to identify what that 
purpose was. Descriptions such as comforting, relaxing and calming were amongst 
words used all of whieh direetly related to their emotional state of mind. Abbey and 
Jenny explained how smoking helped them when they experienced stressful times and 
Danielle and Kayla demonstrated how smoking made them feel:
Abbey: ‘...we’ve had other things that have been quite stressful in the last year, err, 
yes, then that would be when I, like, ‘Fll just have a cigarette.’ (3.95)
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Jenny: ‘. ...its just sometimes that I get in a really bad temper -  ‘oh, I could just do with 
a cigarette right now’ and -  but no, I don’t and I’m not going to.’ (7.261)
Danielle: ‘...That’s all I can say, just keep yourself busy, because it was just a pure 
relaxation, it’s like a comfort thing -  you sit down, its like cigarette after a meal, and 
you just think ‘oh yeah, bliss.’ (7.255)
Kayla: ‘but I think once the kids have gone to bed and I’m sat in front of the telly and 
I’m relaxing, then I’ll be like right, I need to go out now and have a cigarette sort of 
thing.’ (5.191)
To conclude, smoking held a role for these women, which was used as a mechanism to 
control and manage their emotions and daily hassles. It became the ultimate comforter, 
relaxer and faithful companion and was the stabilizing element when everything else 
changed around them. The habit of using smoking as a coping strategy and means to 
control and ease stress, uplift low mood, break boredom or provide time-out from 
specific situations was embedded in these women’s lives. Pregnancy itself was cited as a 
source of stress which was a further factor to deal with in addition to the usual daily 
hassles experienced. Making the decision to quit smoking was therefore very daunting as 
the women’s established coping mechanism was abruptly denied whilst life continued to 
present challenging situations. Upon recognition and awareness of the meaning and cues 
to smoking, the women were able to better understand the role of smoking. Trying to 
quit smoking meant re-defining this role and the women needed to find a method of de­
valuing cigarettes and alternative ways to cope. This was achieved by some of the 
women who acknowledged no longer needing smoking to cope with their difficulties. 
The success of the quit depended on these women learning new strategies and being able 
to implement these prior or immediately on commencing a quit. The women that were 
more flexible with their coping strategies were more successful in abstaining for longer 
periods of time.
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4.7.2 External support
The sub-ordinate theme of external support that emerged was defined as support or 
positive influence acquired outside of the women’s relationships or family. A few of 
these women had sufficient support fi*om partners and found external support was 
unnecessary. However, not all of the women’s partners and family were interested in 
their attempt to quit and therefore support fi*om an external source away from the family 
was sought. These sources were found in health professionals such as midwives, 
smoking cessation advisors and health visitors. The women expressed needing a 
confidante to provide encouragement during their quit that would promote and 
understand the importance of quitting as Jenny illustrated below:
Jenny: ‘Yes, I decided that having tried to give up without any help at all, that I, it
was impossible. I was determined to do it with help and I had said to Paul ‘as soon as I 
get help I will give up - 1 will be fine, I know I will’ ’ (5.160)
Abbey: ‘... .As I say, having the support network around you,...’ (12.391)
Hannah: ‘...I just needed to talk to someone and that was enough to encourage me to 
keep going.’ (1.28)
To summarize, support and positive encouragement sometimes eame from the partner, 
friends and family members however; as the majority smoked an appreeiation for the 
importanee of quitting was not understood. Therefore, encouragement and support was 
missing and some women were made to feel misguided for trying to quit. It is 
understandable that to discuss quitting, these women needed to receive support from 
health professionals working in ante-natal care services. The neeessary praise and 
eneouragement provided by the health professionals was sufficient to maintain 
abstinenee for some of these women. Three out of the four women in this study that had 
accepted external support resulted in sueeessfully quitting. Even if the women’s partners 
were non-smokers, discussing the intensity of their addietion remained difficult as the 
partners could not identify with the challenges the women faced. Contrastingly, women
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who lived in an environment where smoking was valued, found their smoking partners 
unwilling to discuss the ehallenges quitting brought. Therefore, having an external 
source of support where detailed diseussion could take place was vital and very 
benefieial to these women.
4.7.3 Coping strategies used
All of the women interviewed used a variety of coping strategies which can be divided 
into physical and mental strategies. The physieal strategies tended to be task orientated 
and ineluded: distraction, keeping busy and changing around the daily routine which 
were used with great success and found to be very effieient in managing eravings. The 
mental strategies employed were: pretending they could smoke shortly but continually 
delaying, avoiding specific cues to smoking, imagining the damage smoking could 
cause, ignoring the desire to smoke and explaining to the partner how to be helpful in 
maintaining abstinenee as illustrated by Abbey and Hannah. Catherine used the 
description of obtaining more courage to commence and maintain her quit. Abbey, 
Elizabeth and Hannah demonstrated how they used strategies to make the ehallenge of 
quitting more achievable.
Abbey: T sort of focused on like, rather than a lot of days, sort of just cope with half- 
an-hour, do little jobs, so if you think about it, ‘ah, I can’t have another fag again’ you 
know a bit too scary.’ (2.63)
Elizabeth: ‘...like Henry, I said to him that ‘I really want to give up’ and I said to him 
‘I don’t want to be offered fags’, so he didn’t.’ (2.46)
Hannah: ‘...I’d looked at my scan picture and then that encouraged me to keep going, 
because ermm I don’t know, and when you feel the baby move as well, that’s an 
encouragement to stop you smoking,....’ (3.79)
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Several of the women interviewed believed they should carry on their daily routines as 
normal, whereas most of the women recognised they needed a complete change of 
routine and the creation of new routines that did not include smoking.
Kayla: ‘ its probably the wrong way to go about it, because I kind of think ‘well, if
I’ve got to do this, then I have to do this, doing exactly the same things that I normally 
do.’ (4.135)
Danielle: ‘....You’d come in from work, normally when you’d come in, put the kettle 
on have a cup of tea, and that went with a cigarette, and I had to change all of that. 
Every time I went to put the kettle on I thought ‘no, lets put the washing on instead’ 
and, you know, not sit down - and just carry on with chores or ‘lets get chopping the 
vegetable for tonight’s tea’, rather than put the kettle on and have a cigarette.’ (3.106)
Abbey: ‘ I definitely had twinges. I’d go and make tea. Or I’d empty the
dishwasher. Like at work, when I was working still, I would also have a cup of 
chocolate or do something else. By the time you get back you forget about it. You 
forget you wanted it. It passed.’ (1.27)
To conclude, coping in this study’s context meant to eomfortably manage each specific 
situation with a planned approach to alleviate as much discomfort as possible whilst 
quitting. To maximize the chances of quitting, coping strategies needed to be utilized. 
All of the women used a mix of physical and mental coping strategies with no specific 
strategy emerging as more successfiil, the important factor was that strategies were put 
in plaee whilst these women were quitting. The task of quitting was more difficult to 
deal with than non-pregnant smokers as nicotine is metabolized more quickly during 
pregnancy (Dempsey et al. 2002). However, when coping strategies were compatible 
with personal circumstances this resulted in enabling the women to cope without 
relapsing.
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4.8 3. The assimilation of information about smoking risks in pregnancy
The third super-ordinate theme to emerge was the assimilation of information the 
women held about smoking risks during pregnancy. This theme comprised of the 
following four sub-ordinate themes: knowledge about smoking in pregnancy, the effects 
of smoking, responsiveness to acquired knowledge and feelings of responsibility.
4.8.1 Knowledge about smoking in pregnancy
Knowledge about smoking in pregnancy emerged as acknowledging and understanding 
that smoking during pregnancy was not an ideal health situation. All of the women 
acknowledged that medical advice suggested smoking was damaging during pregnancy 
however, this was not something they wished to dwell on. The following quotation by 
Beatrice demonstrated her knowledge of this:
Beatrice: ‘You do kind of know it, but you are also, you’re trying to convince yourself 
that it’s not quite true, in some ways ’ (13.541)
Fran: ‘....Fd never pretend to say that I didn’t know about the health risks, because I 
absolutely do.’ (1.30)
Thus, all of the women interviewed understood that it was medically advisable to quit 
smoking. Nevertheless, this was very mueh a broad understanding and this knowledge of 
information did not necessarily bring about any changes to their smoking behaviour. It is 
noteworthy, that women who demonstrated the most knowledge were not necessarily 
successful at quitting.
4.8.2 Effects of smoking
All of the women interviewed demonstrated ability to link the knowledge they held to
the potential effects on a developing foetus and were able to cite these. However, the
signifieance was expressed differently, ranging from generally worrying that smoking
may cause harm, to concerns about specifics effects from smoking such as low birth
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weight and post-natally sudden infant death syndrome. The women on several occasions 
spoke about the lack of choice for the foetus at inhaling their smoke. Concern was 
voieed by some women that they understood smoking was damaging their developing 
foetus.
Beatrice: ‘ that is the main thing obviously, just thinking T don’t want to damage
my child, I really, really don’t want to damage my child’. And hopefully I haven’t.’ 
(13.543)
Hannah: ‘...because you think its one thing harming your own life by doing
something, but that child, the baby had no option. If I picked up a cigarette, he’d got no 
say in what I was doing to him.’ (3.82)
In summary, acknowledging the effects of smoking on the foetus was expressed by all of 
the women. Some women were able to cite how smoking contributed to morbidity such 
as low birth weight, genetic abnormalities and respiratory disorders. All of the women 
were eoncemed and some worried about how their smoking may have affected their 
developing foetus. For some women this led to high levels of guilt at what damage may 
have occurred before they quit smoking, or when they relapsed during their quit. 
Nevertheless, for the women who remained smokers, acknowledging these smoking 
related effeets was not a sufficient meehanism to produee a response to this information 
and change their current smoking behaviour.
4.8.3 Responsiveness to acquired knowledge
Responsiveness was the combined factors of general knowledge, understanding the 
effects of smoking and having the ability to apply these factors personally, which 
resulted in modifying smoking behaviour.
Jenny and Elizabeth illustrated below their knowledge and understanding of the effects 
of smoking, and their response to this knowledge:
Jenny: ‘....two of the girls had asthma when they were bom, and I didn’t want him 
being the same, and I know I’d left it too late, and I still feel really guilty that I’d left it 
too late, and obviously he’s got a cleft lip now, and it always makes me wonder -  is 
that due to me smoking?’ (5.196)
Elizabeth: ‘....you know like the adverts that they’ve had on, where you can see the 
child smoking, something along the lines of that was the nightmare I had, just 
obviously a baby in a cradle and smoke coming from this baby and it was like ‘wow, 
there’s something not right there, I shouldn’t be doing this’ and with each cigarette it 
was like ‘now hang on, the baby is getting some of this, so enough’s enough.’ (5.178)
To conclude, the women interviewed demonstrated they were knowledgeable generally 
about smoking during pregnancy. Nevertheless, some of the women did not apply these 
risks personally as other interviewed women had, which subsequently led the women to 
modify their smoking behaviour. Without this combination there were no health 
behaviour changes. The lack of progression through this three step process was reflected 
in the women’s unsuccessful and continual attempts to quit.
4.8.4 Feelings of responsibility
Responsibility emerged as a sub-ordinate theme where women expressed feeling and 
being the main person responsible for the health of the foetus. The women spoke of 
experiencing differing levels of responsibility with some women demonstrating 
reluctance at having this role. Other women expressed not wanting to cause harm and 
viewed smoking as irresponsible health behaviour. The feelings or amount of 
responsibility felt did not seem affected by parity with primiparous women showing no 
difference in the level of responsibility compared to the multiparous women. For most 
women the responsibility of carrying and developing a healthy foetus was fundamental 
and Hannah talked about how she would feel if her baby was bom unhealthy:
Hannah: ‘I just knew I had to do it. There was no option. I knew that I couldn’t. I’d 
never have forgiven myself it I’d given birth to an unhealthy baby. It would always be
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in the back of my mind ‘is it my fault that I’ve done it?’ and I didn’t want that, and I 
didn’t want to be told that my baby was under-weight or too small because there was a 
risk the smoking had done it.’ (5.176)
In contrast to this, Kayla expressed feeling low levels of responsibility and was of the 
opinion that worrying about the foetus was unnecessary until it arrived:
Kayla: ‘....I’m like, you know, until its here, then what is the point in worrying about 
it, and I think that beeause of that, then a lot of the time I don’t think I’m pregnant -  
I’m just me, my normal self, sort of thing.’ (9.326)
Nonetheless, Kayla continued by saying her partner expressed she was being selfish and 
not considering the health of the foetus. Kayla acknowledged that although she was 
aware of the associated risks smoking could bring it was not sufficient to make her feel 
responsible for the health of her foetus. She talked about her dislike of how pregnancy 
allowed other people to have an element of control over her decision to quit.
Kayla: ‘Err its quite difficult, I think being pregnant, because if you are not pregnant 
and you take the decision to quit, you are doing it for you. When you get pregnant, you 
are not making that decision to quit for you, its for something else, which should be a 
far greater thing, but it just, you know, its kind of out of your hands then.... ’ (1.34)
In conclusion, pregnancy appeared to provide a window of opportunity for these women 
to evaluate their own health. Some of the women spoke about viewing their lives as 
more valuable and precious as children would soon be involved. Positively adapting 
their own health was important to these women who felt they could secure their 
mortality and lengthen lifespan by quitting. All of the women except one felt some level 
of responsibility with respect to smoking during pregnancy. There were varying levels of 
responsibility identified, some women felt quitting was the only option whilst other 
women felt satisfied they had acted responsibly if they had attempted to quit. Being 
pregnant allowed a time of evaluation with regards to smoking behaviour which resulted
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in all women commencing a quit. Kayla’s experience of pregnancy was very different 
from the other women’s as she expressed that the responsibility for the foetus was not 
hers, almost as if the developing foetus was a separate entity to her. Being aware of the 
associated risks of smoking was not sufficient motivation to quit. It could perhaps be 
concluded that her quit attempt was purely to satisfy others and that she was reluctant to 
face the responsibilities that her smoking behaviour brought to the foetus.
4.9 4. Attitudes towards smoking
Following analysis the super-ordinate theme of attitudes towards smoking was 
identified. This theme was made up of four sub-ordinate themes that reflected the 
women’s attitudes throughout their quit attempt: mental separation from smokers, 
feeling superior at quitting, justifying continued smoking and purpose for quitting.
4.9.1 Mental separation from smokers
The women’s own attitudes towards smoking and quitting were influencing factors 
throughout their pregnancy. How the women perceived changes to their own smoking 
and quitting, influenced their quit outcome. Additional factors affecting these women’s 
attitudes were other people’s perception at managing to quit. As the quit progressed 
some women expressed feeling different from their partners, friends and family 
insomuch as a sense of detachment from their social environment was experienced and 
descriptions of no longer fitting in were cited. However, the women experienced this as 
a positive social change. When these women socialized with others who placed a high 
value on smoking, remaining abstinent took utmost control. This brought a mixture of 
feelings and a sense of mental separation from smokers was required to maintain 
abstinence. Several women did feel isolated and uncomfortable around other smokers 
and were subsequently drawn back into smoking. This was illustrated by Catherine and 
Gabrielle’s experience of quitting:
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Catherine: ‘...Cos there’s me, sat there and everyone else smoking, and I suppose it 
was really hard. But I don’t really know. But I thought, well there’s me. I’ll give up 
smoking, all healthy and stuff like that,... ’ (3.90)
Gabrielle: ‘...cos when at home there would still be Peter’s cigarettes laying about and 
everythink. Ermm down my friends, they’d like offer and they’d be like ‘oh no, you 
don’t smoke any more’, you know what I mean? Ermm it was just too easy, because 
every one around me was smoking.’ (4.125)
To summarize, the majority of these women’s partners, family and friends smoked. 
Consequently, the women indicated that after commencing a quit, maintaining 
abstinence required separating themselves mentally from other smokers. Their usual 
social environment was generally a smoking one therefore, whether they were 
socializing at home, at friends’ houses or going out it took great persistence and strength 
to abstain. Other smokers although aware of their quit attempt would offer the women 
cigarettes and this proved too hard to resist for some women interviewed. The successful 
quitters dealt with these constant offers by firstly recognising their own control over 
their smoking which created an attitudinal shift and secondly utilizing this new skill of 
control. Contrastingly, the women who were unsuccessful found the temptation too 
much and could not control their desire to smoke. The smell and the associated 
enjoyment of smoking whilst socializing resulted in relapsing and having a puff or a 
whole cigarette.
4.9.2 Feeling superior at quitting
The women that achieved abstinence described exerting their self control which led to 
experiencing feelings of superiority over other smokers around them. This sense of 
superiority at not smoking developed during the process of quitting and was felt during 
both temporary and permanent abstinence. Catherine and Danielle described their 
feelings of superiority whilst being surrounded by other smokers:
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Catherine: ‘....then I suppose you’re proving to people if you don’t pick up a fag and 
your family go ‘oh right, well that’s really good’ and stuff. So I suppose I looked at it 
that way, I was ‘oh look at you, you’re all smoking and there’s me not smoking any 
more’, sort of thing.’ (2.67)
Danielle: ‘ I used to think ‘God, did I smell like that?’ I must have smelt like that if
they smelt like that and they again - they just constantly smell really staley with 
cigarettes, and that was, the only time I fancied one or whatever, they’d come along 
and that would totally change my mind completely, even though I might be thinking 
‘oh. I’d like one of those’ and then you can see them from a distance and think ‘oh, 
yeah I could do with one’ but as soon as they came and sat down next to you, you think 
‘God I’m glad I never’, they were stinking of fags, really badly.’ (2.54)
Alternatively, other women found the social environment more challenging. These 
women perceived abstinence as missing out rather than feeling superior to smokers who 
were unable to quit. Gabrielle explained how these social situations were the hardest of 
all and that she was unable to find enough strength to resist smoking:
Gabrielle: ‘ Ermm it was just too easy, because every one around me was smoking,
and the way I started to think was. I’ve tried to give up. I’m not strong enough, I might 
just as well carry on smoking with them.’ (4.128)
To conclude, the women that achieved abstinence spoke about their quitting experiences 
very differently. This recognition that they could exert control over their smoking led to 
an attitudinal change. Following this, the women discussed how in the presence of other 
smokers they felt superior at being able to control their smoking addiction. These 
women recognised the benefits and advantages of quitting and expressed pity for their 
friends who were still smokers. The interviewed women who attempted to quit but were 
unable to maintain abstinence found the social environment a very different situation. 
Instead of feeling superior over other smokers, they cited feeling detached from their 
friends and unable to participate. They discussed how they felt they were missing out on 
an enjoyable behaviour resulting in feeling resentment at partners and friends who were
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allowed to smoke. Following a relapse these women resorted to re-engaging with their 
smoking partners and friends and no longer felt isolated and uncomfortable.
4.9.3 Justifying continued smoking
Justifying of smoking was identified by the women who were struggling to quit. Several 
of the women had numerous quit attempts and following these unsuccessful outcomes 
began to justify their continued smoking. This presented itself by expressing and 
believing reasons for not needing to maintain abstinence or identifying exposure to other 
pregnancy based risk factors. On finding such evidence this was confirmation to these 
women that smoking was no more damaging than other teratogens, defined as 
substances that pass across the placenta causing damage to the foetus (Bee and Boyd,
2002) and therefore did not necessarily contribute to the ill-health of the developing 
foetus. Beatrice discussed how she felt that air pollution was as unhealthy as smoking:
Beatrice: ‘ Even when you have just a little puff, you’ve inhaled a bit and blown it
out, which is probably, in a way, was better than living in London and breathing the 
rubbish air. In reality, what I was doing, was probably so minimal because I had cut it 
down so low, and if I did smoke a bit, I would inhale it and blow it straight out again.’ 
(2.56)
Other women interviewed cited various reasons for unsuccessful abstinence such as: 
stress of life, smoking playing a prominent and important role in childhood, NRT not 
sufficient in aiding quitting and other people causing them to feel angry as illustrated 
below:
Gabrielle: ‘In a way they made it harder for me to stop smoking. Cos kids being little 
darlings, they’d stress me out, what made me turn to cigarettes more than anything 
else.’ (5.150)
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Fran: ‘Its always been quite a major part of my childhood, smoking. My Mum and 
Dad put so much emphasis on smoking. I’m not blaming them at all -  but it was. They 
always put so mueh emphasis on smoking that it became important to me.’ (5.179)
Kayla: ‘...Its just that I don’t want to talk about it (with others), because what people 
say is like, you ean always twist it to be a bad thing, then that bad thing makes you 
angry and then you think ‘well, I might as well have a cigarette because I’m angry now 
and its not my fault, its somebody else’s.’ (8.296)
To summarize, justification of smoking behaviour during pregnancy was discussed 
following numerous failed quit attempts. These women spent the whole pregnancy in a 
cycle of quitting, relapsing and re-commeneing another quit. As the women’s confidence 
and self-belief diminished the chances of quitting decreased. It would seem that the 
initial quit attempt was given the most enthusiasm, determination and willpower 
possible and subsequent attempts were met with less commitment. As the women’s 
pregnancies progressed and abstinence was not achieved the women began to look for 
external reasons for their inability to quit sueh as: the social environment was too 
ehallenging or quitting was too stressful. The women utilized two types of justification 
at their continued smoking. The first was to alleviate any negative emotions experieneed 
at being unable to quit by providing convincing reasons for relapsing and the seeond was 
by making a comparison of their smoking behaviour with other teratogenie factors. Drug 
taking or air pollution were specifically given as teratogens believed to be responsible 
for equal or worse effeets on the foetus. These beliefs helped the women feel less 
aceountable at partaking in risky health behaviour.
4.9.4 Purpose for quitting
The women spoke about having a purpose for quitting and the developing foetus was
this foeal point. For some women a temporary abstinenee from smoking for the duration
of the pregnancy was their goal, whilst other women felt they would sueeessfully
maintain their quit post-natally. Nonetheless, regardless of the time frame of the quit
intention these women illustrated they needed a reason to quit and being pregnant
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provided that. Some of the women expressed reluctance in having to quit, perceiving 
quitting as an expeetation from soeiety. Whereas some of the women felt that being 
pregnant brought ehanges in their lives that meant smoking was now non-negotiable and 
a maladaptive health behaviour that had to cease immediately.
Fran; ‘....I don’t know, I didn’t really have any commitments, I didn’t - wasn’t really 
that secure in my surroundings, and having errm having children changed all that. I 
suddenly had a purpose, it suddenly gave me more value on my own life. And that’s 
what changed.’ (8.300)
INT: Tf you hadn’t fallen pregnant, do you think you would have just carried on 
smoking?’ Abbey: ‘Yeah, I do. I think I needed something to give up smoking.’ 
(&271)
Hannah: ‘....I’d given up once before, but this time I had more determination, because 
I was doing it for a reason.’ (5.154)
Personal health benefits that quitting brought for the women were secondary to the 
advantages for the foetus and made quitting even more attractive. The women discussed 
that without being pregnant there would be no desire to quit.
Hannah: ‘.. .and there’s no way -  if I wasn’t pregnant I was giving up because I wanted 
to, I don’t think I would have been able to do it.’ (5.168)
To conclude, having a purpose to quit is what prompted these women to evaluate their 
health behaviours and subsequently make smoking behaviour changes. Some of the 
women discussed how the pregnancy was the only reason they were attempting to quit 
and felt placed in a situation where they needed to make immediate and sometimes 
unplanned health changes. Nevertheless, the difficulty of this sudden ehallenge faeed by 
the women was shown to be counter-balanced by having a purpose for quitting.
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This theme demonstrated that the women’s attitudes towards smoking differed 
throughout their quit process. A sense of mental separation was aehieved by some 
women whilst quitting by re-defining themselves as non-smokers, which subsequently 
led to feeling superior to other smokers. Nonetheless, for unsuccessful women 
justification of smoking became the focus to emotionally deal with the constant failed 
attempts.
4.10 5. The influence of the social environment on smoking
The final super-ordinate theme identified was the influence of the social environment on 
smoking. Within this the following three sub-ordinate themes emerged that were greatly 
influential to the women’s quit outcome: perceptions of others, the effects of socializing 
and partner, friends and family’s influence on quitting. Understanding the role of the 
social environment in the women’s quit attempts was crucial in understanding the 
challenges women faced on a daily basis.
4.10.1 Perceptions of others
These women felt that society held negative perceptions of smoking during pregnaney 
and this eoncemed the women interviewed as there was an element of shame felt at 
continued smoking. As the pregnancy progressed and beeame more visible these 
feelings of shame increased.
Jenny: ‘ Why do people smoke in the street?’ Errm and especially pregnant
women, I mean it looks horrible, it is horrible, and I did feel really self-conscious, 
knowing I was pregnant, I was smoking, and what other people must have been 
thinking of me, as well.’ (4.130)
Beatrice spoke about how she felt fearful of other people seeing her smoke. She was 
concerned that she would be judged for smoking and expressed feeling ashamed about 
this. The extent of her feelings led her to extreme behaviour to obtain cigarettes as 
shown:
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Beatrice: ‘ I’d meet up with a friend and they’d he smoking and Fd just, I’d spend
the whole eoffee-break with them and then right at the end go ‘can I just have one 
puff? Don’t let anyone see me! ’ You know, beeause obviously, as a pregnant woman, 
the more pregnant you get, the more fearful you are, I mean I was anyway, of people 
seeing me. That’s another good factor -  other people’s judgement is a really, really 
strong factor -  you don’t want them to know that you’ve done that.’ (5.195)
Beatrice: ‘....Then very occasionally, I would just have a -  I’d really desperately want 
one, and I’d have to go and hide what I looked like, putting a big coat on and go and 
buy ten cigarettes ’ (6.223)
This concern of people’s perceptions was also reflected in Abbey and Jenny’s aecount, 
however Jenny spoke about how she channelled these perceptions to strengthen her quit 
attempt:
Jenny: ‘....I think right back at the beginning of the pregnancy I found that quite 
difficult, but as time gradually wore on, it meant and I was showing that I was pregnant 
and as I say, people’s attitude towards me changed, as well. And I think that made it so 
much more easier.’ (6.215)
Abbey: ‘Oh, I felt awful, standing there smoking, a pregnant lady, with all these 
people.’ (7.237)
In conclusion, the concerns about society’s perceptions were not so relevant at the 
beginning of the pregnancy for these women, but as the pregnancy progressed and 
became more visible the women started to feel ashamed of their smoking behaviour. 
This concern was made in reference to both acquaintances and the general public such as 
at work, school or when socializing out in public. The women were not concerned about 
their partners, family and friends’ perceptions as the majority smoked, except for one 
woman whose non-smoking family always took the opportunity to remind her that she 
should quit. The women spoke about being judged for smoking and were fearful of what 
other people thought of them and dealt with this in different ways. Some of the women
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used this as a positive motivator channelling it to encourage and maintain abstinence. 
However, for the women whose attempts to quit were not progressing well, this 
negativity demonstrated by society became an additional stress.
4.10.2 The effects of socializing
Smoking was portrayed by the women as an enjoyable past time that partners, friends 
and family shared when socializing. The majority of these women’s partners, friends and 
family smoked, which made quitting more challenging. Some of the women came to the 
conclusion that to quit successfully they had to have temporary isolation from their 
social circle or make changes to their socializing routines.
Elizabeth: ‘....I wouldn’t go out to pubs or anywhere. It was like Henry was doing a 
lot of work for a hotel, so we just didn’t go down there (pubs). It was more a case of 
staying in.’ (4.133)
The women were aware that to be successful they had to avoid their friends during their 
quit. There was recognition that seeking support from their circle of friends was futile as 
all of their friends smoked.
Fran: ‘....because absolutely everybody else I know, smokes! So friends and family 
aren’t a support really, because they are all smoking.’ (4.132)
Elizabeth: ‘....And then, I got the friends that go ‘ohh go on, just one’. ‘Are you sure 
you don’t want one’? And it would be like ‘no, I don’t.’ (5.161)
Fran: ‘ whenever I’m with my friends or my family, because the majority of them
do smoke and they are quite heavy smokers. So that was probably the hardest, just 
being around my friends and my family who did smoke.’ (4.138)
Catherine could see socializing was hindering her quit attempt but she felt unable to 
avoid her soeial circle of friends and consequently found temptation was too much:
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Catherine: ‘...But like, cos I suppose people I hang around with smoke, so they are 
not going to encourage me to give up, ‘cos they’re smoking theirselves, I suppose. But, 
I think then I suppose that’s what half my trouble was me picking the fags back up. 
Cos there’s me, sat there and everyone else smoking, and I suppose it was really hard.’ 
(3.86)
Some of the women were stronger and were prepared to either change their social circle 
of friends or make new boundaries and ground rules about smoking. These women 
recognised which situations left them vulnerable and worked hard at avoiding these as 
Danielle and Hannah demonstrated:
Danielle: ‘...I think its just kind of stay away from people who do smoke while you are 
feeling vulnerable like that. Don’t kinda hang around with them or don’t go for glasses 
of wine with your friends. Just say, oh, keep putting them off for the moment while 
you are feeling vulnerable. When you are feeling that little stronger then make a date 
with them. I think that’s the way forward. I think you can’t just go -  if you go along 
with it you are going to fail, you will fail, so if you are feeling vulnerable just distract 
yourself and don’t be out with those friends at that particular time, just say ‘no, I can’t 
do it today, I can’t make it’, and you really have to be like, I know its like ‘well I really 
wanted to go there’, but if you are feeling really like that, don’t do it.’ (6.238)
Hannah: ‘...errm if I was with her. I’d make sure that we were either indoors, where 
we couldn’t smoke, so then I knew I couldn’t have a cigarette, or err we wouldn’t go to 
a social place, like sit down for a coffee or somewhere that I’d associate having a 
cigarette with.’ (7.245)
Danielle: ‘I tried not to be around them as much while I was giving up. And still now, 
if they come here now, obviously I, we don’t smoke in the house, its like, ‘please stand 
out the back’, just don’t follow them out. Just stay in here until they’re finished and let 
them come in. If I follow them out, then its like again calling at me, its smelling it and 
you know, its there and it’s the social thing, whereas like now I want to make it more 
not the social thing to go out, follow, talk to me. I’m sociable, you come in here and 
talk to me, not me go out there. But try and turn it back on them.’ (5.169)
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Finally, Hannah discussed how she was still able to soeialize as her smoking friends 
aetively supported her and did not smoke near her:
Hannah: ‘...they wouldn’t smoke around me, errm because they knew I was doing it
for a good reason.’ (5.152)
In summary, by addressing social obstacles experienced the women placed themselves 
in a better position to maintain abstinence. The majority of the women’s partners, friends 
and family aetively offered cigarettes to the women whilst quitting as they appeared to 
miss the importance of abstinence during pregnancy. Some of the women recognised 
that socializing with smokers was increasing the difficulty of quitting but did not take 
any aetion such as temporarily avoiding their friends and family. Other women who 
were successful in quitting or maintaining long periods of abstinence were not only 
aware of their social challenges but took eontrol and made positive changes to their 
environment. One of the women interviewed expressed how she realised that her friends 
would not provide any encouragement, although this recognition did not prompt taking 
action to address this. The women that did address this, negotiated boundaries and set 
new rules such as where smoking could occur which took great eourage and strength as 
they were negotiating individually against the soeial norm for these changes. To address 
the social challenges one of the women gradually faded out her friendships and joined a 
new group of non-smoking friends which reduced the difficulties faeed during 
pregnancy and removed the post-natal temptation to return to smoking.
Only one of the women interviewed had supportive fiiends who ensured they smoked 
away from her, aiding her to quit. Some of the women avoided different venues such as 
pubs, clubs, sitting outside relaxing or other people’s houses whilst quitting, which 
helped decrease the issues of friends and family smoking. An approach that frequently 
brought success by the women interviewed was having a specific plan of coping 
strategies in plaee before meeting friends and family which was useful in situations 
where the women felt weak as they could implement a pre-prepared plan. Having these 
coping strategies in plaee meant these women were still able to socialize with their
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friends and family, which reduced isolation. Other useful strategies discussed by the 
women were to keep delaying the meeting of friends whilst they felt very vulnerable and 
avoiding smoking associated eues such as drinking coffee and not allowing themselves 
to stand outside the back door where people commonly stood to smoke.
4.10.3 Partner, friends and family’s influenee on quitting
All of the women interviewed were in a relationship and three of the women had non­
smoking partners nevertheless, this did not lead to greater levels of eneouragement. The 
non-smoking partners however were more understanding and supportive about the 
decision to quit when these women were at their most tested. The partners that smoked 
were not actively involved with the women’s quits and made no attempt to quit 
themselves nor did they feel the issue of quitting applied to them. Some of these partners 
that smoked became irritated by the women’s smoking and implied that the women 
should quit without providing any structured support or encouragement. Catherine’s 
partner did not understand how diffieult quitting was and told her to have a cigarette 
when she was struggling.
Beatrice: ‘He didn’t want me to smoke, at all, but he kept saying ‘its up to you’ which 
is very difficult, because I - if it was reversed, I couldn’t see him stopping, you 
know...?’ (6.253)
Catherine: ‘....whereas I spoke to my other half and my other half didn’t know what I 
was going through, and he was going ‘oh, just smoke a fag’. Yeah, cos I got so uptight 
with it, trying to grit my teeth and stuff, but so you need to be round people that are 
gonna help and join you to give up smoking I suppose, as well.’ (4.164)
Beatrice: ‘Yes, he occasionally had a go at me for smoking, which really, really 
helped, considering that we’d often sit in restaurants and he’d smoke in front of me, so 
we’d have this running argument that that’s ridiculous, ‘cos he sat there smoking in 
front of me, and I’m inhaling that anyway.’ (6.239)
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Gabrielle’s partner also felt she should stop smoking but demonstrated no intention of 
quitting with her, as did Abbey’s partner although he was encouraging her quit. 
Nonetheless, Abbey felt there was an expectation by her partner to successfully quit and 
although she recognised quitting was beneficial to her developing foetus she felt that 
failure would disappoint him.
Abbey: ‘Yes, I had to have people sort of checking up on me I suppose, you know, not 
wanting to let them down. So I’m very lucky to have got the help, I suppose, because 
not everybody does.’ (11.345)
Gabrielle: ‘... .and he thought it would be better for the baby, I think, but it didn’t help 
when he was still carrying on smoking.’ (4.117)
The influence of the extended family was a hindrance for most women as the majority of 
the family smoked. Several family members tried with good intentions to support the 
women but continued with their own smoking sometimes offering cigarettes, which 
negated their support. The women spoke about the diffieulty of watching others enjoying 
this behaviour as smoking is very visual and was challenging to resist.
Catherine: ‘...It was just, I suppose the first couple of weeks it is really hard sitting 
around watehing people smoke, (2.66) ... It did agitate me with them smoking though; 
it was really hard, and they used to go ‘do you want a fag?’ (2.73)
Fran explained how difficult it was quitting particularly as her mum smoked in front of 
her. Although her mum stated she was proud of her for quitting she continued to offer 
her cigarettes.
Fran: ‘ I would say they were neutral, not particularly encouraging, not particularly
discouraging either. They were ‘oh well done for trying to give up smoking’ but there 
was always that ‘do you want a fag?’ at the same time (laugh). Oh, and the worst thing 
was my Mum was ‘oh sorry I shouldn’t smoke around you’ and I don’t know, it just 
kind of made you think ‘yeah, well OK, don’t smoke. ’ (4.144)
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Contrastingly, Jenny’s family that were non-smokers constantly reminded her that she 
should be abstaining. Jenny found this encouraging and motivating whilst quitting. 
However, Kayla expressed how she found it irritating to have her family tell her that she 
should stop smoking.
Kayla: ‘ Well, I tend not to talk about it, ‘cos if I talk about it, it makes me want to
smoke, so I just try and tend not to talk about it, because then people, people tend to 
have their opinion don’t they, and you think ‘I don’t want your opinion’ because 
probably 99 times out of 100, I’m going to get annoyed with them and I’m going to 
want to have a cigarette anyway.’ (8,287)
The level of support the women received greatly varied. Danielle’s partner took a very 
active role in her quit and during the initial booking-in appointment with the midwife 
discussed with Danielle the benefits of smoking cessation support, concluding an 
appointment would be helpful. Following this he offered incentives for her to abstain 
and treats if she maintained the quit. This worked well for Danielle and she felt 
supported throughout the whole process.
Danielle: ‘.. .you know, my husbands like ‘Dun Laoghaire at the end of it if you carry 
on’, that kind of thing, promising me, you know, that we’ll do this, just like treats and 
stuff like that....’ (2.65)
In summary, one woman’s partner advised her to start smoking again when she became 
really frustrated with battling to remain abstinent. He did not appreciate or understand 
why she was trying not to smoke. There was a general lack of understanding for the 
women’s purpose of attempting to quit which was evident by the lack of support given 
by the partners and family. However, one useful approach raised, that the women felt 
would have been helpful was positive communication and education for their partners or 
family regarding the reasons for quitting. Other strategies were discussed such as asking 
other smokers to leave the room whilst having a cigarette.
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The dynamics of the women’s relationships changed over the eourse of the quit as these 
women did not want to socialize in the same places, with the same people, or do the 
activities they did when they smoked. This caused tension between the women and their 
partners which was often unresolved during the quit. This conflict and tension was very 
tiring and contributed to the women relapsing. Although the smoking partners were well 
placed to appreciate the strength of the women’s addiction and therefore offer sympathy 
and support, this generally did not transpire.
4.11 Discussion
The research questions addressed in this study were: what psychological barriers exist 
for pregnant women when attempting to quit smoking and what determinants are 
associated with successful quitting? The findings demonstrated that the barriers that 
women experienced were low self-esteem that affected levels of willpower. The women 
did not recognise achievements from abstaining that could be utilized to re-motivate 
continuing abstinence or recognise and respond to knowledge personally about smoking 
related risks and the effects of smoking on the foetus. Moreover, the women did not 
have the ability to change their attitude towards smoking, achieved by some women, 
through recognising control over smoking and mentally separating themselves from 
smokers. Women allowed society’s negative perceptions of smoking during pregnancy 
to become an additional source of stress. Finally, changes in the women’s relationships 
with partners that created conflict and tension, contributed to relapse if left unresolved. 
The determinants in the present study that were identified with a successful quit were: 
high levels of determination, learning to implement new flexible coping strategies and 
having an external source of support if partners or confidantes were unwilling to help. 
The findings of the super and sub-ordinate themes identified in this study will be 
discussed within the framework of the following theories: Zimbardo’s Time Perspective 
(1999), Festinger’s Cognitive Dissonance (1957) and Weinstein’s Unrealistic Optimism 
(1984).
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Willpower, motivation and emotional affect emerged as a means of controlling the 
quitting process. Tod (2003) found that willpower was the key element of successful 
quitting. Pletsch, Morgan and Pieper (2003) also found that women cited the necessity of 
willpower and self-determination for achieving abstinence (Pletsch, Morgan and Pieper,
2003). However, this was not substantiated by the present study where levels of 
willpower were not central to quitting and did not differ despite being a temporary or 
permanent health behaviour change. Tod’s (2003) study emphasised that women 
acknowledged that willpower was necessary but felt unable to acquire it, which also 
emerged in the present study (Tod 2003). Furthermore, in the present study levels of 
willpower were seen to be affected and influenced by the women’s levels of self-esteem 
and confidence.
Motivation of a behaviour has been shown to be generally characterized by either 
intrinsic or extrinsic factors (Curry, Grothaus, McBride, Lando and Pirie, 2001). Within 
the context of smoking, intrinsic factors would be internal to the pregnant woman such 
as improved health and better health outcomes for the foetus (Curry et al. 2001). 
Extrinsically, the women focus on external determinants such as social approval and 
financial benefits (Curry et al. 2001). Both types of motivation can be useful in 
behaviour changes, although intrinsic motivation is associated with health behaviour 
changes that are sustained (Ryan and Deci, 2000). Sustaining a behaviour change is very 
challenging and differing motivations may help explain the findings of the present study 
and why only some women were successfiil long-term. For the majority of these women 
the developing foetus served as an intrinsic motivator and other contributing factors such 
as perception of others, partner, family and health professionals’ influence could be seen 
as extrinsic motivators. For the women that were unsuccessfully it can be tentatively 
proposed that their motivation was extrinsic and therefore less stable (Mullen, 2004), 
suggesting that intrinsic motivation is crucial to successful quitting.
In a study by Curry et al. (2001) it was found that as the pregnancy progressed, levels of
motivation to abstain significantly reduced (Curry et al. 2001). One suggestion given
was that women became less concerned about the health aspects of the pregnancy as it
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progressed. However, contrary to these findings the present study would suggest that 
motivation diminished as a result of multiple unsuccessful quit attempts. Consequently, 
the women still felt a tremendous amount of guilt at continued smoking. Furthermore, 
Curry et al. (2001) found that extrinsic motivation, defined as social support, declined in 
the 3^  ^ trimester of pregnancy for the women who had previously attempted to quit, 
possibly because smoking was represented as more socially acceptable if the women’s 
pregnancy was progressing well (Curry et al. 2001). The present study did reflect this 
finding of smoking as being acceptable, although in part, this may have been because the 
social environment was unsympathetic to the reasons for quitting. Additionally, it is 
possible that motivation was predominately extrinsic. Furthermore, Rodriguez, Bohlin 
and Lindmark (2000) found that motivation was affected by whether pregnancy was 
planned and that women smoking prior to pregnancy were more likely to have 
unplanned pregnancies. Consequentially, motivation to quit was not as high for these 
women compared to women having planned pregnancies (Rodriguez, Bohlin and 
Lindmark, 2000). Quitting for unprepared women is difficult as support may not be 
immediately available and emotional preparation for pregnancy and motherhood may be 
low. Finally, the findings of these women in the present study reportedly having a 
keener sense of smell were reflective of Pletsch et al.’s (2004) findings. This increased 
ability to smell was found to be helpful in quitting as the smell of smoking was 
unpleasant (Pletsch et al. 2004).
Motivating factors are considered in accordance with Zimhardo’s Time Perspective
theory (1999) which is defined as cognitive processes that place experiences in a past,
present or future framework (Zimbardo and Boyd, 1999). This has a continual influence
on behaviours, judgement of decisions and actions and becomes a dispositional style that
affects all choices, particularly health, which frames how people respond and act on
information. The ability to see ahead in life with comprehension that health choices
made now, affect future health is beneficial. However, not everyone views their health in
this way or has the ability to. The women in the present study described factors that were
reflective of these different time perspectives which subsequently affected motivational
levels. Therefore, the women who considered their health and foetal health in a past or
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present framework were less likely to see the advantages or need to quit and were less 
motivated to attempt quitting. The past orientation uses past experiences to make 
decisions with the associated costs and benefits of that decision (Zimbardo et al. 1999). 
Some of the women in the present study viewed the importance of quitting through a 
past perspective with emerging factors including: previous pregnancies resulting in a 
healthy baby despite smoking and other women’s babies exposed to nicotine and bom 
healthy; which led these women to helieve that smoking through the current pregnancy 
was acceptable and not risky. However, some of the women encompassed looking back 
at their previous pregnancies where their smoking had a detrimental effect on the health 
outcome of their children and used this information to make appropriate changes. Other 
women were influenced through a present perspective where despite smoking the health 
of the foetus was good which was confirmed by medical procedures such as ultrasound 
scans, blood tests and foetal heart monitoring and subsequently led to low priority being 
given to quitting. Present orientation concentrates on the pleasure that is gained from a 
particular activity, in this instance smoking (Zimbardo et al. 1999) and no thought is 
given to future consequenees. One of the women was very present orientated and as the 
pregnancy appeared to be progressing well stated she would worry about the baby when 
it arrived. Future perspective gives recognition that negative future outcomes will result 
if smoking behaviour is not currently adjusted (Zimbardo et al. 1999). Therefore, there is 
an increased motivation to quit. Women viewing their pregnancy through a future time 
perspective were influenced by factors emerging such as: responsibility of parenthood, 
being a healthy role model for the baby once bom and considering the influence that 
smoking would have on the baby’s own smoking status fi*om childhood into teen years. 
Finally, worrying about own health failing and subsequently not being around for the 
child as it grew up was discussed. The women spoke about the importance of how 
changing smoking behaviour now would result in a healthier outcome for the current 
pregnancy.
Although comparisons between successful and unsuccessful quits was not the aim of this
study, it emerged following analysis that differences existed between these two groups
of women. Comparisons have been drawn tentatively and are as follows: there was a
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marked difference in the level of willpower that the majority of unsuccessful women 
expressed compared to successful quitters. However, it should be noted that one quitter 
did not refer to willpower at all throughout the interview. Additionally, successful 
women cited more motivational factors for quitting and identified new factors that 
materialized during the quit process. Nonetheless, these motivating factors may have 
been present in all of the women interviewed with the unsuccessful quitters not 
identifying or interpreting these factors as useful in renewing and maintaining 
motivation.
These interviewed women spoke of a continuous struggle whilst trying to abstain, which 
often took the form of making an isolated and lonely health decision. In a study by 
Haslam et al. (1997) emotional factors were found to be significant in maintaining 
smoking for two-thirds of the women participating (Haslam et al. 1997) and emotional 
determinants were seen in the present study as influential in quit outcome. There was a 
strong feeling of inner conflict seen through most of the transcripts which was portrayed 
as a battle over what the women felt they should do and what they could do. A study by 
Rodriguez et al. (2000) found that women that adjusted well to pregnancy were the 
women that concentrated on the health issues that pregnancy brought (Rodriguez et al.
2000). This would suggest maladjusted women were less likely to foeus on health issues 
such as smoking behaviour. This division of health awareness between women is 
reflected in the present study. Some of the women felt a social expectation to quit, or 
there was a suggestion by health professionals made; whilst other women were certain 
they needed to address their smoking behaviour and created the coping skills to do this.
Parallel to these feelings of inner conflict was the fear of failure, which affected the
women’s levels of self-efficacy and confidence. Rodriguez et al. (2000) suggested that
women who adjusted well to pregnancy were perhaps more receptive to health advice
and felt an increase in self-efficacy about their health (Rodriguez et al. 2000). This was
an interesting observation as the implications mean less well-adjusted women feel lower
control over their health and are less likely to engage with pre-natal health advice.
Therefore, women struggling to abstain and experiencing decreasing self-efficacy about
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their own health would also have a subsequent impact on the health of the foetus. Most 
of the women experienced a balance of negative and positive emotions, with positive 
emotions providing further factors to aid continued abstaining and become a mechanism 
for increasing motivation. Although these women were feeling unsettled, the positive 
emotions experienced such as: thinking about the health of the foetus, wanting to quit 
and being realistic about their own ability, provided a buffer against relapsing. Some 
partners and family members doubted the quitting ability of the women and 
consequently were giving a clear message about these women’s capabilities, which 
significantly impacted on the women’s confidence and self-belief. As these women were 
often the only family member quitting, this led to feelings of isolation. One woman was 
very aware of what would have helped her quit and she openly discussed this 
nevertheless; this involved the partner quitting with her which she knew was not a 
realistic option. Subsequently, some of the women having multiple quit attempts but 
failing on each occasion, began to justify their continued smoking in an effort to deal 
with this inner conflict.
To cope with quitting various coping strategies were employed and the women
emphasised how the role and meaning of smoking and external support was perceived.
Assisting cessation for women with little support or in lower social classes has been
shown to require interventions with more intensive support and multimodal elements
such as: one-to-one counselling, home visits, follow-up phone calls and mailing of self-
help materials (Floyd, Rimer, Giovina, Mullen and Sullivan, 1993). Many of the women
interviewed in the present study, emphasised how chaotic and stressful their lives were.
These women had to deal with regular daily hassles which had negative associations and
defined the role and meaning of smoking as a mechanism to manage. A strong influence
on these women’s ability to cope with daily hassles and stress was their attributional
style. If these women exhibited an attributional style that was optimistic the chances of
successfully quitting was increased (Larsen and Buss, 2002). However, support from
partners to cope with family life was low and these women’s descriptions of smoking
symbolized a strong relationship between themselves and cigarettes. Smoking was
providing comfort, relaxation and a calming influence. In a study by Bull et al. (2003) it
110
was suggested that women may perceive health as only a physical entity rather than both 
physical and mental, therefore, women may under report symptoms of ill-health such as 
anxiety, depression, personal stress and social isolation. Additionally, women living in 
specific social communities regarded these symptoms as normal part of life, and not 
health difficulties (Bull et al. 2003). The women in the present study perceived 
pregnancy as stressful, further compounding the challenge of quitting. These women 
reported having many psychological symptoms which were not considered unhealthy 
nor did they cite feeling unhealthy. This would suggest their perception of these 
difficulties were reflective of Bull et al.’s (2003) study and seen as normal part of life. 
The interviewed women in the present study who were unsuccessful in maintaining 
abstinence appeared to be the women who perceived more stress in the pregnancy and 
were more reliant on smoking as a coping mechanism. This was somewhat reflected in 
Rodriguez et al.’s (2000) study where women that perceived more stress in the 3^  ^
trimester of pregnancy increased their smoking (Rodriguez et al. 2000). These findings 
were illustrative of how challenging quitting was, particularly following multiple quit 
attempts. However, successful women in the present study demonstrated an increase in 
confidence whilst quitting which increased the belief in their ability to quit and enabled 
the women to continue cessation. Success depended on being able to implement flexible 
coping strategies prior or immediately on commencing a quit. These strategies were a 
mixture of physical and psychological, with no particular strategy being more effective, 
the difference was made by the implementing of these strategies.
Findings from Haslam et al.’s (2001) study illustrated that stress was given as the most
commonly held cue to smoking during pregnancy (Haslam et al. 2001). Stress was also
regularly cited as a factor for smoking in the present study and one of the hardest issues
for these women to deal with. Haslam et al.’s (2001) study endorsed the need for women
to learn skills such as stress management before commencing a quit and it was suggested
that smoking partners should also he involved with cessation programmes. (Drayton-
Martin et al. 1999; Haslam et al. 2001) One suggestion was that leaflets for partners
were made available dealing directly with the effects of their smoking (Haslam et al.
2001). Partners’ ignorance of these effects has been previously cited in research
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(Wakefield, Reid, Roberts, Mullins and Gillies, 1998; Ziebland and Fuller, 2001) 
however such information is available through the internet, NHS midwives and Stop 
Smoking Services in the UK (Department of Health, 2010).
Smoking cessation in disadvantaged areas was not generally encouraged by the 
community as smoking was utilized as a coping mechanism to counteract the level of 
daily hassles and stress experienced. Therefore, attempting to quit was described by one 
woman in the present study as courageous. The emphasis was on trying to survive the 
day, rather than looking ahead at the negative health outcomes smoking may bring in the 
future (Bull et al. 2007). This battling of survival reduced the opportunity for these 
women to perceive personal health through a future time perspective. However, the 
women that attempted to quit in the present study demonstrated the implementing of 
successful future orientated strategies although not always on a conscious level. The 
conclusions drawn illustrated that no prescriptive set of successful coping strategies 
existed as all of the women differed in their approach.
Pregnant women have been demonstrated to seek health advice fi*om a confidante rather
than discussing these issues with a doctor. The reasoning for this was that greater trust
was established between a confidante and a pregnant woman (Dunn et al. 2004).
Research has shown that usually, the confidante is a female and often the women’s
mother or best friend and illustrated that the advice the pregnant women commonly
received from confidantes was to cut down the amount of cigarettes smoked in an
attempt to reduce smoking related risks to the foetus, rather than quit (Dunn et al. 2004).
Confidantes have been demonstrated to hold low risk perceptions about smoking related
effects and therefore, quitting was deemed unnecessary as confidantes’ perceptions were
that smoking did not have a serious affect on foetal health outcome. Commonly, this
belief was formed following the healthy arrival of their own or someone else’s child,
despite smoking during pregnancy (Dunn et al. 2004). Confidantes were shown to
believe that their advice was more relevant than doctors’ advice as they were drawing
firom their own experiences which were more practical based. Doctors’ advice was
believed to be medically sourced from books and therefore not considered as valuable
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(Dunn et al. 2004). Dunn et al. (2004) concluded that the smoking status of friends and 
family caused difficulty in advising pregnant women to quit as it contradicted their own 
health behaviours. Moreover, significant friends and family that were smokers found 
giving smoking advice awkward (Dunn et al. 2004). However, these findings were not 
reflected in the present study as some of the women decided to speak to a health 
professional following an acknowledgement that an external source of support was 
required. Whether the women had already spoken to a confidante about quitting and not 
agreed with the advice given or had taken up the opportunity offered to discuss quitting 
with a health professional was not made clear. However, this shows that health 
professionals are able to influence women’s smoking behaviour (Ebert et al. 2007).
When pregnant, there is a vast amount of information available around smoking.
However, successful quitters from the present study were seen to move through a three
step process: expressing knowledge about smoking, accepting the effects of smoking on
the foetus and responding personally to this acquired information. All of the women in
the present study acknowledged the first two steps of knowledge and effects of smoking
and demonstrated this through the ability to cite related risks of smoking. However,
despite this acknowledgement, some of the women in the present study continued to
smoke, which supports Haslam et al.’s (2001) study that demonstrated smoking
continued, despite being able to give when prompted risks associated with smoking
(Haslam et al. 2001). Grange, Vayssiere, Borgne, Ouazana, L'Huillier et al. (2005) found
a lower perception of smoking risk to the foetus in pregnant smokers who had
unsuccessful quit attempts and were from more disadvantaged areas (Grange et al.
2005). Some of the women in the present study had experieneed multiple quit attempts
and although they demonstrated knowledge about the effects of smoking, it appeared to
be discussed without personal relevance. Haslam et al.’s (2001) study revealed that
women did not believe risks as personally associated to the healthy development of both
their foetus or their own health (Haslam et al. 2001) which is reflective of the women
interviewed in the present study. Furthermore, a study by Bull et al. (2007) illustrated
that women expressed that smoking associated risks to the foetus portrayed in health
campaigns were exaggerated (Bull et al. 2007). It is plausible that the women in the
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present study also believed this and subsequently were not responding to the information 
available regarding smoking risks. Therefore, the findings of the present study 
demonstrated that having more knowledge was not indicative of successful abstaining. 
Furthermore, acknowledging the effects of smoking on the foetus was not a sufficient 
mechanism to make smoking behaviour changes.
The findings of this present study were also reflective of Festinger’s theory of Cognitive 
Dissonance (1957) which is defined as a negative state of psychological tension 
resulting from simultaneously holding two cognitions. This motivates the individual to 
reduce the dissonance by reaching consonance (Gross, 2001; Naidoo and Wills, 2000). 
Within the health context, this means that pregnant women accepting that smoking will 
harm their foetus must either quit smoking or reassess their beliefs about smoking risks. 
If dissonance cannot be reduced by quitting, other cognitions need selecting for 
adjustment, strategically reaching consonance and therefore justifying their continued 
smoking. Examples of these cognitions were women that smoked during pregnancy and 
still had healthy babies or a disbelief of medical advice about the effects of smoking on 
the developing foetus. Some of the women in the present study were satisfied to attempt 
cessation, but when they relapsed justified their continued reasons for smoking. 
However, other women who demonstrated that smoking was unhealthy during 
pregnancy and were unable to quit, subsequently experienced feelings of guilt and inner 
conflict throughout the remainder of their pregnancy. They were unable to reach 
consonance between knowing what changes should be made but not having the ability to 
make these changes, which was stressful and distressing for these women.
The unsuccessful women that were not interested in quitting demonstrated a
contradiction between their knowledge about the effects and risks of smoking and their
eontinued smoking status. This was reflective of having unrealistic optimism
(Weinstein, 1984). Weinstein’s theory proposed that people inaccurately perceive level
of risks or their susceptibility to those risks and therefore, do not make adjustments to
their health behaviours. Additionally, people tend to ignore risk-increasing behaviour
and focus on risk-reducing behaviours instead. Within the smoking context the women
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interviewed that were unsuccessful all confirmed the knowledge of smoking risks, but 
returned to smoking following a quit attempt. It appeared that the women were either 
satisfied there had been a cessation attempt to reduce risk behaviour, or continued to 
believe in their exemption of risk outcomes associated with smoking. It can be 
tentatively suggested that an acceptance was not reached that smoking was harmful by 
these women.
Haslam, Lawrence and Haefeli (2003), consistent with Rodriguez et al. (2000) found 
that women with a high internal locus of control (LOG) were less likely to smoke, 
intended to breastfeed and increased vitamin intake which resulted in feeling they were 
more in control of the health of their foetus (Haslam, Lawrence and Haefeli, 2003). 
Additionally, a study by Haslam et al. (2000) categorising women on the stage of change 
cycle found that pregnant women who were further along the cycle were seen as more 
helieving in the associated risks of smoking during pregnancy (Haslam et al. 2000) and 
reportedly had a higher internal FHLOC (foetal health locus of control). This would 
indicate that the women in the first stage of change (precontemplation) were the least 
likely to engage with positive changes in health behaviours and less likely to feel 
responsible for the health of the foetus (Haslam et al. 2000). Although LOG and FHLOG 
were not measured in the present study these factors were seen as influential in women’s 
decisions to attempt cessation. Women discussed feeling differing levels of 
responsibility which were very individual, with some women feeling very responsible 
about the health of their foetus to one woman who expressed ambivalence. In the present 
study an additional observation regarding the level of responsibility was that 
responsibility was unaffected by parity.
Gentral to health models of change is a cueing event or particular circumstance that
becomes a precursor to behaviour change (Rise, Kovac, Kraft and Moan, 2008).
Drawing on these models McBride, Emmons and Lipkus (2003) proposed three
underlying constructs necessary for a cueing event to become a Teachable Moment
(TM). A TM was defined as a health event that motivated individuals to engage in risk
reducing health behaviours (McBride et al. 2003). With regards smoking cessation if
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pregnancy was considered a TM, then increases in perception of personal risk and 
expectations of a successful quit would be seen. A redefining of social role and self- 
concept would need to be made and finally the act of smoking whilst pregnant would 
need to prompt a strong affective and emotional response (McBride et al. 2003). If these 
three cognitive elements were present, then the cueing event would become a TM for the 
women who would proceed to attempt cessation. These cognitive elements were 
reflective of the three step process the women in the present study moved through before 
any smoking behaviour changes were made. Broad knowledge of smoking during 
pregnancy, understanding that the effects of smoking were personally relevant, and 
responding to this information supports McBride et al.’s (2003) findings.
Women’s attitudes towards smoking revealed in the present study that mental separation
fi-om smokers, feeling superior at quitting, justifying continued smoking and a purpose
for quitting were important. No previous research on mental separation and feeling
superior at quitting is believed to have been cited. Mental separation was conveyed as a
method of psychologically detaching from the process of needing to smoke. It was
considered necessary by some of the successful quitters if abstinence was to be
maintained and the method is an interesting strategy which would benefit further
investigation. The attitude of recognising their own control over smoking and utilizing
this control became apparent in successful quitters. Having experienced feelings of
mental separation and exerting of self-control, successful women began to feel superior
to other smokers who could not quit, displaying an attitude of self-righteousness at
managing abstinence. Again, this has not been cited in previous research and measuring
whether this attitude is replicated in other pregnant populations is recommended. The
implication given by the successful quitters was that other smokers wished to quit but
were unable to. Previous research on justifying continued smoking during pregnancy
was sparse. In the present study as reflected in Abrahamsson et al.’s (2005) research, the
women made smoking an acceptable health behaviour to participate in whilst pregnant
(Abrahamsson et al. 2005). Abrahamsson et al. (2005) found that women compared the
effects of smoking to other teratogens, which also strongly emerged in the present study.
Women cited external reasons to justify continued smoking which was depicted as a
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method of alleviating feelings of being ashamed at continual smoking. The women in 
the present study were contented smokers until becoming pregnant therefore; having a 
purpose to quit was seen as necessary by the women. However, it was unimportant 
whether the quit was temporary or permanent. Without the pregnancy as the main 
motivating factor, these women would not have attempted cessation. These two attitudes 
of mental separation from smokers and feeling superior at quitting warrant future 
research to expand understanding of how pregnant women cognitively function in order 
to improve cessation programmes.
In addition, attributional style influenced the quit outcomes for these women in the 
present study. Attribution of successful abstinence needs applying to stable and internal 
causes to increase further abstinence. Therefore, when something occurred to challenge 
the quit attempt, the women were able to perceive the difference between a unique 
situational challenge and a general belief of inability. Nonetheless, women interviewed 
that were unsuccessful often attributed their failure as unstable and global, which 
allowed these women to believe they were not capable of quitting, resulted in the need to 
justify continued smoking.
The attitudes and beliefs of smokers during pregnancy were very influential in quit
outcome. Quitting has in general been associated with increased symptoms of depression
and co-existing symptoms of irritability and fatigue. Dunn et al. (2004) found that two-
thirds of their participants had unplanned pregnancies which was a high proportion and
highlighted the difficulties for women during pregnancy (Dunn et al. 2004). However,
being pregnant provided the women in the present study with a strong motivator
regardless of whether the pregnancy was planned or unplanned. These women cited the
pregnancy as giving them a purpose for quitting whether attempting temporary or
permanent changes. Further challenges were illustrated in a study by Grussu, Quatraro
and Nasta (2005) where it was concluded that having an unplanned pregnancy had a
detrimental affect on mood state with women experiencing more negative moods and
having differing needs to women experiencing planned pregnancies (Grussu, Quatraro
and Nasta, 2005). This would suggest that women experiencing unplanned pregnancies
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and attempting to quit have to manage negative mood states in addition to the commonly 
experienced nicotine withdrawal symptoms (Solomon, Higgins, Heil, Badger, Mongeon 
and Bernstein, 2006). However, Solomon et al.’s (2006) findings concluded that 
pregnant women who quit in early pregnancy reported lower levels of psychological 
symptoms through the duration of the pregnancy compared to non-quitters. Therefore, 
whether the pregnancy was planned did not appear to affect psychological state 
(Solomon et al. 2006). Solomon et al. (2006) defined psychological functioning as: 
emotional coping, relaxation strategies and mood management and Solomon et al’s 
study presents the choice rather than the effects of quitting as influential in reducing the 
levels of psychological symptoms (Solomon et al. 2006). Therefore, concern by health 
professionals, that cessation jeopardizes the women’s psychological well-being and the 
subsequent health of the developing foetus is not conclusive. Solomon et al.’s (2006) 
findings would suggest that women that take eontrol over their environment and view 
cessation as a choice are more likely to be successful quitters during pregnancy. This 
could be an important new perspective as many women with restricted resources do not 
perceive cessation as a choice, which perpetuates the smoking to cope cycle. However, 
women that experience unplanned pregnancies are perhaps restricted in available 
choices.
Solomon and Quinn (2004) concluded that the majority of women who quit smoking
successfully during pregnancy are spontaneous quitters (Solomon et al. 2004). The
reason for this may in part be explained by having a valid purpose to quit. Yet, the
women in the present study acknowledged the purpose for quitting, but still did not
manage to spontaneously quit with some women continuing to struggle with abstinence
through the duration of their pregnancy. Future research needs to concentrate on
understanding how spontaneous quitters are successful. Which coping mechanisms are
utilized that differ firom non-spontaneous quitters, which attitudes and beliefs are held
about smoking and how successful quitters relate these attitudes to the healthy
development of the foetus. Solomon et al. (2004) proposed the characteristic, that
spontaneous quitters possessed a stronger belief that smoking was harmful to the
developing foetus. Therefore, future research, although not the aim in this thesis,
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investigating the role of attitude and how central this is to quitting would be 
advantageous.
The influence of the social environment on quitting was essential to the success of the 
women interviewed. If the environment was out of the women’s control and smoking 
behaviour was normalized this made abstinence exceptionally challenging. The women 
in the present study could have the appropriate approaches required for quitting such as: 
effective coping strategies, attitudes indicative of behaviour change, knowledge about 
the effects of smoking and desire to change smoking behaviour. However, if the social 
environment was unreceptive to smoking changes, the women found quitting almost 
impossible. Further specific issues that were highlighted that increased the difficulty of 
quitting were: perceptions of others, the effects of socializing and partner, friends and 
family’s influence on quitting.
With regards to perceptions of others, the women interviewed were affected and 
influenced by society’s attitudes towards smoking. However, there was a distinction 
made by the women between society and partners, family and friends. Within the wider 
society as the pregnancy became more visible feelings of being ashamed about smoking 
emerged as did feeling judged and being fearful of what others thought. Within the 
immediate social environment these worries and concerns did not exist, which reflected 
a study by Pickett et al. (2002) that investigated the complex influences placed on 
pregnant women by society (Pickett et al. 2002). Pickett et al.’s (2002) findings 
demonstrated that living in a predominately working class area increased the risk of 
smoking during pregnancy and that if an attitude of tolerance existed towards the use of 
tobacco and alcohol in the community, then this risk further increased. Research has 
emphasised the societal attitude of normalising the use of tobacco and alcohol (Lindqvist 
et al. 2001; Pickett et al. 2002) which was demonstrated in the present study, as concern 
by pregnant women differed according to social environment. Consequently, if 
normalization of smoking occurred the prescriptive approach often used by health 
professionals at the first ante-natal care visit was not sufficient to bring about changes to
women’s smoking behaviours (Pickett et al. 2002). It was suggested by Pickett et al.
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(2002) that to increase quit rates in smoking neighbourhoods, an establishment of 
associated risks of smoking whilst pregnant needed generating which could then create 
social pressure to reduce smoking whilst pregnant (Pickett et al. 2002). This is an 
interesting theoretical suggestion, and in an idealistic world would be effective. 
However, the practicalities of influencing a whole community are unrealistic.
In the present study the women’s reasons for quitting were not necessarily shared by the
partner or family who seemed to have no appreciation of the increased difficulty their
lack of concern brought. Additionally, their support and encouragement given was
limited as they still wanted to smoke. It is a possibility that the abstaining women
prompted partners and family to feel uncomfortable about their own smoking and the
women portrayed a real sense that it was preferable to see them smoking with everyone
else. However, if the women commenced a quit attempt the women were subjected to
the attitude that quitting was their conviction and not to hold any expectations that the
partners or family would change their smoking behaviour. Consequently, partners
continued to smoke in the house, leaving cigarettes and ashtrays around and expected
the women to visit smoky environments like pubs and clubs (interviews were conducted
prior to the introduction of the smoking ban in the UK). As the partners smoked in front
of the women the message given to the friends and family was that smoking around the
women was acceptable, therefore temptation was everywhere. Subsequently the women
could not request their friends and family refrain from smoking in social settings or their
own home. These factors compound the difficulties of quitting and was illustrated that
social support was required to enable women to follow health advice during pregnancy
(Rodriguez et al. 2000). If there was an expectation by the partners for women to quit,
this led to intimate relationship changes. Partial reasoning for the partners expectations
are due to the direct and indirect targeting through different media sources such as
public health policies, advertisements and campaigns (Greaves, Kalaw and Bottorff,
2007) where pregnant women’s smoking is constantly emphasised. This concurred with
Rodriguez et al.’s (2000) findings that emphasised pregnant smokers were exposed to
more general health advice than non-smokers by health professionals. Although this may
be perceived as a beneficial approach, unless there are well established relationships
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between pregnant women and health professionals, this targeting of pregnant smokers 
can cause more barriers to cessation.
Wakefield et al. (1998) stated that partners smoking habits were the most influential 
factor in quitting outcome for pregnant women (Wakefield et al. 1998). On commencing 
a quit all of the interviewed women’s relationships changed with their partners. For 
these women to separate themselves and stand apart from what was habitual was 
difficult and unfamiliar to them. It was illustrated that the women in the present study 
fell in one of three categories: the partners smoked and were not interested in the women 
quitting, the partners smoked but wanted the women to quit and the partners had always 
been non-smokers but wanted the women to quit. In the first category, the partners 
smoked and were disinterested in the women’s quit offering no support. They wanted to 
continue socializing as they had previously and therefore lacked understanding as to 
why the women wanted to avoid certain environments and situations. This led to 
eonstant conflict in the relationships as the women wanted to socialize differently. The 
women whose partners smoked felt alone and distanced from their partners as they no 
longer enjoyed smoking time together as they had previously shared. Instead of sitting 
down in the evening and relaxing whilst enjoying a cigarette, the women were trying to 
keep busy and distract themselves from heing tempted to smoke. If the family smoked 
too, the women wanted to avoid any socializing. The partners were able to continue with 
their routines and lifestyle as normal, whereas the women had to make all the effort, 
changes and additionally deal with the constant reminder of cigarettes, as the partners 
continued to smoke in close proximity.
In the second category, the partners smoked but wanted the women to quit without
offering any active support or quitting with them. This attitude by the partners was either
verbally expressed or implied and was an expectation the women felt. The partners
lacked insight into why it was important to quit and the significance of having both
parents as non-smokers. This sometimes led to resentment on the women’s behalf as
they were placed under pressure to quit alone. Some of the women interviewed spoke
about arguing with partners over the partners continued smoking or having discussions
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that the partner needed to become more actively involved to help. Helpfulness by 
partners could have been displayed through small gestures such as not smoking in front 
of the women, and taking cigarettes out of the house with them. Furthermore, showing 
an interest in how the women were managing and offering emotional support such as 
verbal encouragement and incentives would have been productive and increased 
successful quit outcomes. Nevertheless, some of the partners who wanted the women to 
quit were very helpful and supportive. Perhaps this was because couples had a more 
positive dialogue about how partners could help, even if partners were not quitting. 
These partners were understanding when the women wanted to avoid certain social 
venues and were happy to support the women’s decisions. They negotiated and 
maintained their agreement not to smoke in front of the women, not to offer cigarettes 
and be available for the women to vent their frustration and anger on when desperate for 
a cigarette. This proved effective for the women and several managed to successfully 
quit. The effort made by the partner seemed to create a role model as the support 
consequently offered by the family and friends followed the partners actions. This gave 
the women the opportunity to remain part of the social group but maintain enough 
detachment to succeed.
Finally, in the third category if the partners had never smoked, only limited support was 
offered as the partners did not appreciate how difficult commencing and maintaining a 
quit was. These women did not receive more encouragement than the other women 
whose partners smoked. Their partners were unaware of how difficult taking control of 
an addition was which sometimes led to having unrealistic expectations, such as 
assuming the women would find it easy to quit or have no relapses during the quit. 
However, women reported their partners as offering emotional support and 
encouragement, which was beneficial. These women with non-smoking partners had 
fewer barriers to content with, as most of the family were also non-smokers. Family 
members tended to be quicker to reprimand the women for smoking during pregnancy 
although for one woman this proved useful. The socializing was generally in a non­
smoking environment and usually this meant the women were in the minority by
smoking, so subsequently by quitting there was a greater sense of socially belonging.
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The family were more supportive and encouraging as smoking had little value and the 
importance of why the women were trying to quit at this vital time was better understood 
and appreciated.
Whichever smoking status the partners had, the women received limited or no support 
and by commencing a quit, the dynamics of their relationship underwent considerable 
changes. Although attention given to the women’s quitting by the partners was offered 
in the present study, it has been demonstrated that it was not always positive. This was 
reflected in a study by Poliak, Baucom, Peterson, Stanton and McBride (2006) that 
found when women rated their partners support and help to quit smoking, the 
influencing factor for whether support was negative or positive depended on the 
partner’s current smoking status (Poliak, Baucom, Peterson, Stanton and McBride, 
2006). Smoking partners generally offered less support and because of continual 
smoking by the women this prompted any given support to be negative. Some women 
nevertheless still rated this support as helpful and Poliak et al. (2006) suggested that 
negative support may not be perceived as negative (Poliak et al. 2006). The findings 
from the present study reflected this concept of negative support, although the women 
were able to suggest ways in which the partners could have offered more support in a 
positive manner.
The present study’s findings also support the research of Bottorff et al. (2006) where
three categories of couple interactions were established: accommodating, conflictual or
disengaging. Accommodating couples negotiated strategies in a non-confrontational way
to achieve common goals. Conflictual interactions resulted in initiating the process of
creating peace and reducing conflict and disengaging interactions showed expectations
that only the woman should quit. In the present study women’s partners who were
supportive and happy to negotiate new smoking patterns, were reflective of Bottorff et
al.’s accommodating and conflictual category and these women appeared to have coped
better with their quit attempts. In contrast, the women reflecting Bottorff et al.’s
disengaging category, were living in an environment that presented increasing
challenges and these women expressed how the barriers to quitting were too much to
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overcome and that their willpower to resist offered cigarettes was minimal. These 
women tended to spend the whole pregnancy making numerous cessation attempts. The 
interview process allowed an opportunity for these women to convey how the negative 
role and influence of the partner could be overeome in a practical sense and used as a 
positive influence to enable the women to successfully quit.
4.11.1 Limitations of the study
Interviewing this cohort of women was challenging and a pragmatic approach needed to 
be adopted to enable the exploring of this difficult topic. Several limitations need 
consideration which includes: interviewing timing, recruitment difficulties, focus and 
memory recall. Recruitment was challenging as the short timescale of pregnancy meant 
the opportunity to participate was narrow. Identifying and engaging with the relevant 
women resulted in some women being interviewed during the immediate post-natal 
phase. It is recognised that a sampling bias in recruitment may have existed with women 
that were successful quitters more likely to share their experiences. The interviews were 
held over the school summer holidays and some of the women declined participation as 
this was not a convenient time for them. Some post-natal women also declined 
participation as the practicalities of engaging with the study and managing a newborn 
baby were too challenging. Two factors existed that may have affected the interviewing: 
several multiparous women’s children caused distractions and some of the women found 
it difficult to maintain focus. Finally, interviewing women post-natally may have 
resulted in some inaccuracy when recalling their experiences.
Although it is acknowledged that the findings of this study are not generalizable to other 
smoking pregnant populations, the use of five to eight cases in this idiographic approach 
has been suggested as an acceptable sample size (Lyons and Coyle, 2007; Smith et al. 
2003).
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4.11.2 Implications for the study
There is an acknowledgement of the potential power imbalance that can exist during 
interview research. To negate this, the researcher re-iterated that there was no right or 
wrong and that the purpose of the study was to explore each woman’s unique 
experience.
4.11.3 Future research
Future researeh will take the approaeh of investigating the role of attitudes towards 
smoking by exploring the attitudes pregnant women possess and the faetors that can 
influence attitude change.
4.11.4 Conclusions
The present study has illustrated the barriers that pose great challenges for pregnant 
smokers and the psychological determinants necessary for suecessful quitting. A eentral 
finding to emerge for these women was the issue of control over their smoking 
behaviour. This present study also identified two attitudes, mental separation from 
smokers and feeling superior at quitting, that women experieneed whilst quitting which 
has not been cited in other research. These attitudes were a result of both temporary and 
permanent abstinence and enabled the women to recognise they had eontrol over their 
smoking behaviour and quit outcome. Future research could benefit from understanding 
how attitudes towards smoking during pregnaney are constructed. Therefore, pregnant 
women’s attitudes towards smoking during pregnancy will be explored in the next 
chapter.
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5 Does the ultrasound dating scan have an affect on pregnant women’s attitudes 
towards smoking during pregnancy?
5.1 Overview
As reported in Chapters 3 and 4, qualitative research was conducted to investigate the 
psychological barriers and challenges pregnant women experience when attempting to 
quit smoking. The interview findings in Chapter 4 suggested that women suceessful in 
either temporary or permanent abstinence demonstrated attitude changes such as: the 
ability to mentally separate themselves from other smokers, and feeling superior over
other smokers at managing to quit. Therefore, the aim of this ehapter was to explore
pregnant women’s attitudes towards smoking during pregnancy. The first opportunity 
women have to view their developing foetus is at the ultrasound dating sean at 
approximately 12 weeks of pregnancy. As this is a significant event for pregnant women 
it has the potential to be effective in altering attitudes towards health behaviours, 
speeifieally smoking in pregnaney.
However, as no scale for measuring pregnant women’s attitudes towards smoking was 
available, to enable the examining of attitudes at the dating sean a new seale needed 
construeting. Therefore, the next chapter will develop and examine the factor structure 
of a new seale for accessing attitudes towards smoking during pregnaney.
5.2 Introduction
Since 1990 smoking in the general population has decreased with the use of cessation 
interventions; however pregnaney smoking rates have remained relatively stable as 
previously mentioned in Chapter 1 (Pickett et al. 2002). Understanding when pregnant 
women are most likely to make changes to their smoking behaviours is advantageous in 
increasing the health of pregnant women and the foetus. If an increase in the success of 
these programmes is to be seen, it is important that cessation programmes offer support
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at the right time for women. Therefore, ascertaining if there are any aspects of ante-natal 
care that ean alter attitude, resulting in changes to smoking behaviour would be 
benefieial. Attitude has been defined as having an affective and cognitive component 
(Rise et al. 2008). Of the two, the affective component has been demonstrated to be the 
stronger predictor of behaviour as it is defined by the feelings associated with the 
performance of a specific behaviour; whereas, the cognitive element recognises the 
consequences of performing the behaviour and the perceived advantages or 
disadvantages of these consequenees (Rise et al. 2008). Interventions that have the 
potential to modify attitudes towards smoking during pregnancy need to influenee the 
affeetive elements before pregnant women’s subsequent eognitive processes are altered 
and it is felt that the dating scan has the potential to do this.
Research has been previously eonducted to explore pregnant women’s general attitudes
towards quitting during pregnancy. An important facilitating factor, as demonstrated in
Chapters 3 and 4, is the relationship between midwives and pregnant women whieh has
been previously examined in research (Bull 2007; McLeod et al. 2003; Peterson,
Nilsson, Everett and Emmelin, 2009). Additionally, how women interact with medical
ante-natal care has been addressed (Haslam and Lawrence, 2004) although specific
research into pregnant women’s smoking attitudes has not been eondueted. One area
where attitude may potentially be altered is at the ultrasound scan (Haslam et al. 2004).
Several studies have been conducted in the eighties and nineties (Cox, Wittmann, Hess,
Ross, Lind and Lindahl, 1987; Ewigman, Crane, Frigoletto, LeFevre, Bain and
McNellis, 1993) however this area of research has not been reeently revisited. To date,
only general attitudinal changes, not speeifieally related to smoking, have been explored
following the experience of feeling foetal movement and the ultrasound sean (Reading,
Cox, Sledmere and Campbell, 1984). The findings illustrated that general attitude was
unaffected following a scan, but that attachment to the foetus increased as experiencing
foetal movement increased. Becoming aware of the foetus through foetal movement was
eonsidered a precursor to attitude ehanges (Reading et al. 1984). General changes in
psyehological state were explored but further investigation into the role the sean and
foetal movement hold in women’s attitudes during pregnaney was suggested (Reading et
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al. 1984). It was suggested by Reading et al. (1984) that attitudes during pregnaney were 
related to the ingesting of teratogenie substances and therefore reflective of the uterine 
environment. However, these ingested substanees were not speeifieally reported 
(Reading et al. 1984).
A review of researeh by Baillie, Hewison & Mason (1999) has been eonducted to 
ascertain the psychological effects of the ultrasound sean on women’s attitudes towards 
the following: health behaviour, maternal-foetal attaehment, attitudes towards foetus and 
pregnancy, anxiety and stress (Baillie, Hewison and Mason, 1999). The review 
illustrated that studies only measured whether differenees existed due to visualization of 
the foetus on the ultrasound screen rather than the proeedure of having the sean. The 
findings generally demonstrated that following the sean women who had visualization of 
the foetus experienced positive psychological attitudinal shifts reporting feeling less 
stressed, less ambivalent, less worried and more optimistic, more maternal and more 
attached. However, although attitude towards health related behaviour was identified as 
being influenced by the scan, none of the reviewed research explored specific health 
behaviours such as smoking. This led to recommendations by Baillie et al. (1999) that 
further research be conducted to investigate if pregnant women modify health 
behaviours following seans that allow visualization of the foetus. Baillie et al. (1999) 
further reported that the studies in the review had been conducted with women in their 
2"  ^trimester of pregnaney and observed that any health behaviour modifications, such as 
smoking would have likely oeeurred prior to the 2“^  trimester if women were inclined to 
make such changes. There were recommendations made that research needed conducting 
with pregnant women in the trimester to examine the potential of the sean in 
inereasing adherence to reeommended changes in health behaviours (Baillie et al. 1999).
When women evaluate their smoking behaviour during pregnancy many factors other
than medical interventions are involved such as: social environment, support and
relationships. One approach the Transtheoretical Model (TTM), also known as stage of
ehange, devised by Proehaska and DiClemente (1982) enables the assessing of smokers
on a cycle of change that has five stages (Proehaska and DiClemente, 1983). Various
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psychological processes oecur prior to a quit attempt as smokers move through different 
stages of ehange, before being ready to eommence a quit attempt. Understanding these 
faetors that enable pregnant women to move from any one stage to quitting, the action 
stage, would be beneficial for health care providers in improving interventions for 
pregnant smokers. To bring greater understanding to this process a study by Ruggiero et 
al. (2000) compared pregnant and non-pregnant smoker’s stage of ehange. Ruggiero et 
al. (2000) explored how pregnant women experieneed the pros and cons of smoking 
through the TTM with the following aspeets: decisional balance, temptations and 
processes of ehange (Ruggiero et al. 2000). The findings suggested that pregnant women 
were more tempted to smoke than non-pregnant women when experiencing habit-related 
situations and perceived less negative attitudes about their smoking. Additionally, 
pregnant smokers made less use of experiential strategies that were potentially 
employable in the proeess of ehanging smoking behaviour (Ruggiero et al. 2000). 
However, with regards readiness to quit, it was suggested that pregnant smokers were 
similar to non-pregnant smokers.
To understand the relationship between health-related behaviours and beliefs of pregnant 
smokers Haslam et al. (2004) examined smoking with stage of change, vitamin intake, 
folic acid intake, aleohol eonsumption and FHLOC. Foetal health locus of control 
similar to health locus of control has two styles: intemalisers who feel that the health 
outeome of the foetus is within the women’s eontrol and extemalisers (powerful others), 
where women believe that powerful others such as health professionals have ultimate 
control over the health outcome of their foetus. It was hypothesised that praetising 
maladaptive health related behaviours and holding particular beliefs would be associated 
with smoking in pregnaney (Haslam et al. 2004). The findings demonstrated that aeross 
three groups of pregnant women (current, ex- and non-smokers) current smokers 
partieularly those in the precontemplation stage, were the least likely group of women to 
engage in aspects of positive ante-natal eare (Haslam et al. 2004). Of particular interest 
regarding smoking status was the finding that current smokers held the highest score of 
external FHLOC, with the belief that powerful others were in control of foetal health and
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therefore were less likely to feel personally responsible for the health outcome of the 
foetus (Haslam et al. 2004).
Moreover, Haslam et al. (2000) explored pregnant women’s assessment of assoeiated 
health risks of smoking during pregnancy. One of the suggestions was that smokers’ and 
non-smokers’ assessment of the risks of smoking vastly differed. The stage of change 
model was used to explore if stages eorresponded with the women’s assessment of 
smoking risks. It was revealed that the level of concern and the number of health risks 
perceived was related to the women’s stage of ehange, with women further along the 
eyele of ehange more convineed of the harm of smoking (Haslam et al. 2000).
Attitudes and motivation are characteristics that both contribute to changing smoking 
behaviour. Curry et al. (2001) eondueted a study to investigate motivational levels in 
pregnant women by expanding an existing scale to explore the intrinsic and extrinsic 
motivation of pregnant smokers and recent quitters. The women in the study illustrated 
eoneem about the health risks assoeiated with smoking during pregnancy and that the 
social environment further inereased the pressure to quit smoking. General findings 
demonstrated that pregnant quitters had significantly higher levels of pre-related 
baseline motivation than continuing smokers. Women who attempted but were 
unsueeessful in quitting in early pregnaney demonstrated a reduction in social influence, 
an extrinsic motivator, in the later stages of pregnancy. Reasons given for this included: 
soeializing within a eommunity of smokers, and fewer coneems about the negative 
health consequenees related to smoking if the pregnancy was displaying no 
complications (Curry et al. 2001). This could be beeause the eommunity was less 
concerned and edueated around the negative affects of smoking during pregnancy and 
the subsequent lack of social influence eould further exacerbate a deerease in 
motivation. Curry et al.’s (2001) study ineluded pregnancy-related items to ascertain 
motivational levels that illustrate the neeessity of motivation to quit smoking during 
pregnaney. Although Curry et al’s (2001) study is very benefieial in providing greater 
understanding of the impact that motivation has on quitting outcome, it ean be built upon
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by identifying and defining the attitude and beliefs that pregnant women hold towards 
smoking and quitting before measures to inerease motivation are undertaken.
Mullen (2004) stated that during pregnancy attribution of quitting to more stable causes 
were seen as factors that increased ability and self-eonfidence. To maintain a behaviour 
change it was suggested that approaehes were required that increased intrinsic 
motivation to change smoking behaviour. Curry et al. (2001) concurred that extrinsic 
motivators were external punishments or rewards such as social disapproval or financial 
gain, whereas intrinsic motivators were internal such as self-confidence and improved 
personal health. There is a wealth of research around motivation as a factor in quitting 
smoking during pregnancy and the determinants associated in inereasing and decreasing 
motivation. However, if attitudes remain unchanged, generating and increasing 
motivation may not be effeetive. Hence, identifying the determinants that alter attitudes 
is important.
Finally, Ortendahl (2004) explored the changes in pregnant women’s attitudes towards 
smoking, by examining the differences held between pregnant and non-pregnant women 
in the 2”^  trimester of pregnancy (Ortendahl, 2004). The measurement of attitudinal 
change (by self-report diary) over a short 14 day period of time between women’s 
intention to quit found no signifieant differences between the two groups. However, a 
main effeet was seen between women wishing to quit and eontented smokers. 
Regardless of pregnaney status a deerease in the preferenee of smoking was found for all 
women over the 14 days, with the women who wished to quit viewing their smoking 
behaviour most negatively. This is suggestive that pregnant smokers who do not intend 
to quit, do nevertheless; hold less negative views of their smoking behaviour. Ortendahl 
(2004) suggested that pregnancy status was not as influential as psychological and 
motivational impact on health behaviour. Therefore, understanding what modifies 
psychological and motivational aspects such as attitudes needs further investigation 
(Ortendahl 2004).
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The present study is building upon the researeh discussed; particularly Baillie et al.’s 
(1999) review. Through the use of a routine medical procedure, the dating sean, this 
study will investigate if the sean has an influential affect on pregnant women’s attitudes 
towards smoking. The dating scan is carried out at approximately 12 weeks of 
pregnaney, within the 1®^ trimester, the most opportune time for health behaviour 
changes to occur and within the critieal period of foetal development (Baillie et al. 
1999). This is the first opportunity women have of visualization of their foetus and 
therefore a study was conducted to examine whether smoking attitudes are affeeted 
following a patient-viewed dating sean. The following hypotheses and subsidiary 
hypotheses propose that:
1. after the dating scan, pregnant smokers will feel more negative towards smoking 
during pregnancy than pregnant non-smokers and quitters,
2. after the dating scan, pregnant smokers stage of change position will have positively 
moved along the cycle,
3. after the dating sean, pregnant smokers will have a more negative post-sean attitude 
towards smoking than their pre-scan attitude.
However, before investigating pregnant women’s smoking attitudes, a seale needs to be 
developed as currently there is no available seale. Therefore, the next chapter will 
develop and examine the factor structure of a new scale to aceess attitudes towards 
smoking in pregnancy.
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6 Constructing a scale to measure attitude towards smoking during pregnancy
6.1 Overview
Exploratory factor analysis was conducted on the scale items and findings demonstrated 
five factors emerged that constructed attitude: seetion 1; (1) judgmental beliefs and (2) 
justification of smoking. Section 2: (3) perceptions of quitting, (4) the meaning of 
smoking and (5) the effects of smoking.
6.2 Introduction
Changes to attitude can be modified if faetors are introduced that bring about re- 
evaluation of current attitudes held. This study utilizes the dating scan to examine if 
smoking attitude can be modified. Cognitive Dissonance theory by Festinger (1957) 
proposed that when someone has an attitude or holds a belief about a partieular issue 
there will be a seeking out of confirming information and an unconscious ignoring of 
conflicting information. If there is an aceeptance of the conflicting information this 
results in either the attitude or belief ehanging or the conflieting information has to be 
disregarded. Within the health eontext, this means that pregnant women that aceept 
smoking will harm their foetus must either quit smoking or reassess their beliefs about 
smoking related risks to the foetus. Therefore, if following the dating scan pregnant 
smokers are more accepting of smoking related risks to their foetus; this conflieting 
information could provoke changes to smoking behaviour. Alternatively, if the 
conflieting information is disregarded and not conscious raising, the scan will have no 
affeet on the pregnant smokers’ attitudes or subsequent behaviour. Therefore, exploring 
how pregnant women’s attitudes towards smoking during pregnancy are eonstructed will 
be undertaken to enable investigation into how these attitudes can be modified.
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6.3 Method
6.3.1 Design
Exploratory factor analysis was conducted to identify scale items that eonstructed 
attitude towards smoking in pregnaney.
6.3.2 Participants
One hundred and thirty-nine participants were recruited using an opportunity sample. 
Inclusion criterion was that participants were over the age of 18 years old, pregnant or 
less than two months post-partum. A smoker was defined as women who smoked at least 
one cigarette per day whieh is reflective of working definitions used in researeh (Grange 
et al. 2005; Haslam et al. 2000) and dichotomously categorises the women into smokers 
or non-smokers.
6.3.3 Demographic data
Fifty-four participants currently smoked, 60 were non-smokers and 25 were quitters. The 
majority of women (43.9%) were 12 weeks pregnant, 50.4% were primiparous and 
49.6% were multiparous. The majority of women (36%) had school education and 
84.2% were in a relationship (see Table 6.1).
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Table 6.1 Demographics of smokers, quitters and non-smokers (A=139)
Characteristics Number Percentage
Age
18-24 57 41.0
25-30 50 36.0
31-35 23 16.6
36-40 5 3.5
41-45 1 0.7
Number of weeks pregnant
trimester (1-12) 82 59.0
2“^  trimester (13-26) 38 27.3
3"^  ^trimester (27-40) 6 4.2
Post-natal 13 9.4
Marital status
Married 52 37.4
Living with partner 51 3&7
Separated 1 0.7
Single 16 11.5
Living with family 16 11.5
Declined 3 2.2
Edueational achievement
School education 50 36.0
Higher edueation 34 24.5
Diploma 24 17.3
Degree 13 9.4
Post-graduate 6 4.3
Other 5 3.6
No formal education 1 0.7
6.3.4 Seale construction
An initial pool of 142 items (see Appendix 6A) was compiled that emerged from 
previous qualitative research in Chapters 3 and 4, about attitude towards smoking during 
pregnancy. Sixty-eight items were reworded or removed from the pool as they were 
repetitive or ambiguous. Examples of reworded items were: ‘7 don V feel like I  have a 
choice about quitting, it is expected o f me ’ and was reworded to ‘7 am expected to quit 
smoking because I  am pregnant' and ‘my friends all smoked when pregnant and they 
had healthy babies ’ was reworded to ‘women that smoke when pregnant have healthy 
babies Examples of removed items were: ‘smoking is alright because its not as bad as
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other addictions 7 believe the evidence that smoking is harmful to my unborn baby \ 
‘my unborn baby will still be healthy even if  I  continue to smoke \ and ‘i f  I  cut down my 
smoking it will reduce the health risks to my unborn baby \
The wording of the items was given careful consideration to ensure that essentially it 
kept the interest of the women who were participating. Additionally, the researcher 
wanted to avoid a repetitive tone to the items and therefore, the wording of the items was 
varied to hold the interest of the women participating and to encourage the women to 
read each item and not turn participating into a box ticking exercise.
A total of 74 statements compiled the pilot scale (see Appendix 6B). The scale had both 
negatively and positively worded items and was divided into two sub-scales for ease of 
completion by participants. Section 1, contained general and specific demographics (age, 
marital status, educational achievement, smoking status and obstetric history) and an 
attitude scale for all participants to complete regardless of smoking status. Section 2 
contained an attitude scale for completion by smoking participants only. Whilst 
establishing face validity, a Visual Analogue Scale (VAS) and Likert scale were 
presented with preference being given to the Likert scale. Therefore, a five point rating 
scale was used, ranging from 1 = ‘strongly disagree’ to 5 = ‘strongly agree’. The Likert 
scale has been identified as an appropriate scale for factor analysis as it has five equal 
intervals with a neutral midpoint (Hinkin, 1998).
The use of reliability and validity to test the robustness of a scale is important; however
full validation of the scale was not the intention of the PhD. Therefore, full reliability
and validity of this attitude towards smoking in pregnancy scale has not been
established. With regards reliability, test-retest was not established although reliability
of the items was tested using Chronbach’s alpha and values are shown in Table 6.2 and
6.3. Face validity was assessed, however, other forms of validity being: criterion-related
and construct have not been tested. Face validity is defined as ensuring that a scale is
clear, concise, unambiguous, reasonable and relevant to the area being researched
(Bowling 2001). To establish face validity, interviews were conducted with 4 smokers
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and 2 psychologists from the University of Surrey to ensure that items were measuring 
attitude towards smoking. Face validity was agreed by all people consulted.
Criterion-related validity is achieved by correlating the devised scale with another 
validated scale and sub-divides into concurrent and predictive validity (Bowling 2001; 
Brewerton et al. 2001) to ensure a relationship between the external criterion which the 
scale is attempting to predict and the scale scores (Brewerton et al. 2001). The 
measuring of these sub-divided validities differs through the approach of measuring 
simultaneously or separately to achieve satisfactory validity. However, for this present 
study there was no scale available for criterion validity to be conducted. Construct 
validity assesses the scale parallel and simultaneously to the theories and concepts that 
underlie the scale (Brewerton et al. 2001). To ascertain construct validity, convergent 
and discriminant validity needs establishing, convergent demonstrating a positive 
relationship with other valid scales reported to measure the same construct and 
discriminant validity being interested in a lack of relationship present (Brewerton et al. 
2001). Nevertheless, no other scale was available to enable conducting of construct 
validity. Whilst it is important to establish validity, the intention of this thesis was not to 
validate an attitude scale.
6.3.5 Procedure
Two UK Children’s Centres and a Community Centre were approached and discussion 
took place about the aim of the study with senior staff. Women that accessed appropriate 
sessions were approached by staff and given an information pack with details of the 
study and how to participate (see Appendix 6C). The researcher was then invited to 
attend sessions to be introduced and to invite the women to participate. Following 
written consent the scale was administered.
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6.3.6 Ethical considerations
Ethical approval was obtained from the individual Centres where data collection was 
conducted. Women’s participation was voluntary and did not affect their future use of 
the Centre. In the unlikely event the participants became upset, the researcher was 
present to address any questions. Additionally, midwives and health visitors were in the 
centre should the participants require answers to specific medical questions in private. 
Participants were informed about the choice to withdraw from participation and that if 
they did, all their data would subsequently be destroyed, however, after 48 hours, the 
data would have entered a data pool and be unidentifiable. Following completion of the 
scale the researcher’s contacts details were given to participants.
6.3.7 Data Analysis
Data was checked for normality using the Kolmorgorov-Smirnov test, and the data was 
normally distributed. Factors extracted below will be presented in two different ways to 
reflect the analyses conducted. Three items from section 1 being: 1, 3 and 5 were 
reversed scored; ^babies bom to smoking mums are as healthy as other babies’ and 
‘women that smoke when pregnant have healthy babies ’ and ‘smoking is not damaging 
as other smokers have had healthy babies'. Items were analysed using Pearson’s 
correlations and thirty-six correlated variables over .90 or under .5 were subsequently 
removed from the scale. Following this treatment of data the remaining 38 items were 
subjected to exploratory factor analysis as two separate sections, to identify clusters that 
constructed attitude towards smoking. Separate analysis was necessary as the two 
sections of the scale were completed as follows: section 1 consisted of women that were 
smokers, quitters and non-smokers and section 2 consisted only of smokers. Analysis 
used an oblimin rotation; items loaded onto factors by highest score and any items with 
less than 0.4 loading were discarded. Factor analysis was conducted on section 1 
extracting two factors with Cronbach alpha values .801 and .741 (see Table 6.2) which 
were supported by scree plots. Section 2 revealed three factors emerging with Cronbach 
alpha values of .794, .766 and .811 respectively (see Table 6.3) also supported by scree 
plots.
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Table 6.2 Factor analysis of smokers’, quitters’ and non-smokers’ attitude items from
section 1 combined with item description and factor loadings (N=139)
Item Factor 1 Factor 2
Judgmental beliefs
2 1 don’t like to see pregnant women smoking 
4.Smoking during pregnancy is morally 
wrong
6. Smoking during pregnancy is selfish
.813
.846
.829
-.198
-.080
-.135
Justification of smoking
1.Babies bom to smoking mums’ are as
healthy as other babies
3.Women that smoke when pregnant have 
healthy babies
5 Smoking is not damaging as other smokers 
have had healthy babies
-.062
-.111
-.351
.905
.915
.517
Eigen values 
Percentage of variance 
Cronbach’s a
2.782
46.374
.801
1.405
23.421
.741
6.4
Loadings over 0.4 contributing to each factor are shown in bold
Results
6.4.1 Section 1
In section 1 where smokers, quitters and non-smokers participated, two factors emerged 
labelled: judgmental beliefs and justification o f smoking', with eigen values greater than 
1 and together accounted for 70% of the variance.
6.4.2 Section 2
In section 2 where smokers only participated, three factors emerged labelled: 
perceptions o f quitting, the meaning o f smoking and the effects o f smoking', with eigen 
values greater than 1 which combined accounted for 59% of the variance.
139
Table 6.3 Factor analysis of smokers’ attitude items from section 2 combined with item
description and factor loadings (N=54)
Item Factor 3 Factor 4 Factor 5
Perceptions of quitting
3.1 am not strong enough to quit
4.The need to satisfy craving comes before 
everything else
5.1 get agitated when I think about quitting 
lO.If I quit smoking I won’t be able to cope
22.1 thought being pregnant would mean I 
could quit easily
24.To quit smoking you need lots of support
.787
.691
.685
.694
.520
.781
.011
.154
.136
.175
-.159
.030
.104
-.095
.172
.183
-.315
.022
The meaning of smoking
2. If I am stressed I notice how many
cigarettes people are smoking
13.If I quit I would be bored
14.Quitting means being different from my
friends and family
19.1 am worried I will feel lonely, when I am 
quitting
21.1 think having nicotine replacement 
therapy will help me quit
.124
-.008
-.168
J82
.347
.720
.839
.810
.668
.449
.021
.115
.061
.001
-.110
The effects of smoking
6.1 don’t see anything wrong with smoking 
when I am pregnant
11.1 don’t think smoking affects the health of 
my unborn baby
26.1 don’t need to quit as I smoke under 5 
cigarettes a day
.013
.015
.114
.068
.085
-.060
.865
.932
.720
Eigen values 3.710 2.422 2.107
Percentage of variance 26.499 17.299 15.048
Cronbach’s a .794 .766 .811
Loadings over 0.4 contributing to each factor are shown in bold
Therefore, following exploratory factor analysis on these two sections, the piloted 
attitude towards smoking scale was refined accordingly containing six items from 
section 1 and 14 items in section 2, giving a total of 20 items in the scale (see Appendix 
6D). Correlated demographics are shown in Table 6.4 with significant correlations in 
bold.
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Table 6.4 Correlations of the demographics of women (77=139, factors 3, 4 and 5 N= 54)
WP NC A MS EA SS JB(1) JSC) PE (3) MSm(4) ES(5)
WP 1
NC -.106 1
A -.178 .371 1
MS .035 -.154 -.441 1
EA -.171 .050 .191 .012 1
SS -.210 -.106 .270 -.260 .095 1
JB(1) -.249 .035 .361 -.229 .071 .502 1
JSC9 -.113 .001 -.280 .345 -.052 -.410 -.345 1
PE (3) .236 .102 -.229 .226 -.057 -.942 -.502 .417 1
MSm
(4)
.212 .050 -.256 .235 -.103 -.934 -.488 .386 .912 1
ESU) .278 .021 -.327 .327 -.119 -.906 -.613 .388 .867 .851 1
M 12.5 .79 26 1.3 1.6 1.6 3.8 2.5 1.1 1.0 .94
SD 6.1 1.0 5.8 .43 .49 .49 .94 .85 1.5 1.3 1.3
Key:
WP = weeks pregnant 
NC = number of children 
A= age 
Marital status
l=married, living with 
partner
2=living alone or with 
family
Educational achievement
1= school education level 
2=higher education, 
graduate or postgraduate 
level
Smoking status 
l=smoker
2=non-smoker, quitter 
JB = judgmental beliefs 
(factor 1)
JS= justification of smoking 
(factor 2)
PE= perceptions of quitting 
(factor 3)
MSm= the meaning of 
smoking (factor 4)
ES= the effects o f smoking 
(factor 5)
6.4.3 Correlations
Age was negatively correlated with number of weeks pregnant. Therefore, the older 
women were accessing Children’s Centres earlier in their pregnancy than younger 
women. Age was positively correlated with number of children which demonstrated that
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as women got older, they had more children. Finally marital status was negatively 
correlated with age. This indicated that the women that were married or living with 
partners were significantly younger women. Educational achievement was positively 
correlated with age, indicating that older women tended to be more educated.
Smoking status was negatively correlated with age indicating that non-smokers and 
quitters tended to be older women. Smoking status was negatively correlated with 
marital status, demonstrating that pregnant women living alone or with family were 
more likely smokers. Smoking status was positively correlated with judgmental beliefs 
showing that non-smokers and quitters have higher judgmental beliefs than smokers. 
Smoking status was negatively correlated with justification of smoking indicating that 
pregnant women justifying smoking behaviour were more likely smokers. Smoking 
status was negatively correlated with perceptions of quitting showing that the 
perceptions of attempting to quit was increased in pregnant smokers. Smoking status 
was negatively correlated with the meaning of smoking demonstrating that smoking held 
more meaning for pregnant women that smoked. Smoking status was negatively 
correlated with the effects of smoking, indicating that the effects of smoking in 
pregnancy were increased in pregnant women who smoked.
Judgmental beliefs were negatively correlated with number of weeks pregnant, 
illustrating that women held more judgmental beliefs about smoking in the earlier stages 
of pregnancy. It is possible that smokers felt quitting would be achieved in the near 
future and were therefore more judgmental of smoking. Perceptions of quitting were 
positively correlated with number of weeks pregnant, demonstrating that smokers’ 
perception of how difficult quitting was, increased as the pregnancy progressed. The 
meaning of smoking was positively correlated with number of weeks pregnant. 
Therefore, this demonstrated that smoking became more important to smokers further 
into the pregnancy. Possibly, stresses of their pregnancy and daily hassles reinforced the 
mechanism of smoking to cope. The effects of smoking were negatively correlated with 
number of weeks pregnant. Therefore, smokers at the beginning of their pregnancy were
less concerned about the effects of smoking on the foetus.
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Judgmental beliefs were positively correlated with age. Therefore, older women were 
more judgmental of smoking during pregnancy. Justification of smoking was negatively 
correlated with age, demonstrating that the younger smokers were more justifying of 
their smoking, which follows general trends of younger girls tending to smoke more 
(Bull et al. 2007). Perceptions of quitting were negatively correlated with age. This is 
indicating that younger women’s perceptions of quitting were more challenging than the 
older smokers’ perceptions. The meaning of smoking was negatively correlated with 
age, indicating that younger girls placed more emphasis on the meaning of smoking than 
the older smokers. This may also be related to the general trends of younger girls 
smoking more (Bull et al. 2007). The effects of smoking were negatively correlated with 
age, showing that the younger smokers felt that smoking had less effect on the foetus 
and felt less need to quit.
Judgmental beliefs were negatively correlated with marital status, which demonstrated 
that smokers that were single or living with family were less judgmental of smoking. 
Justifying of smoking was positively correlated with marital status, indicating that 
women who were married or living with their partners were more justifying of their 
smoking. These two correlations of judgmental and justifying of smoking would suggest 
that smokers not in a relationship were less interested in justifying their smoking 
behaviour as they held less judgmental beliefs. Perceptions of quitting were positively 
correlated with marital status, illustrating that smokers that were married or living with 
their partners perceived quitting as more difficult. This may be related to the partners’ 
smoking status that often reflected the women’s smoking status. Therefore, quitting 
would be more challenging for these women. The meaning of smoking was positively 
correlated to marital status, this illustrated that smokers married or living with their 
partner placed more meaning on smoking. The effects of smoking were positively 
correlated with marital status, demonstrating that the necessity to quit was less important 
for the women married or in living with their partners. The correlations of perceptions of 
quitting, the meaning of smoking and the effects of smoking suggest that smoking for 
the couple is important and the partners smoking reinforces this importance for the 
women.
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Justification of smoking was negatively correlated with judgmental beliefs, showing that 
women justifying their smoking more, felt less judgmental about smoking during 
pregnancy. Perceptions of quitting were negatively correlated to judgmental beliefs, 
illustrating that as smokers’ perceived quitting as more difficult they held less 
judgmental beliefs about smoking. The meaning of smoking was negatively correlated to 
judgmental beliefs. This showed that smokers with a higher meaning attached to 
smoking, held less judgmental beliefs about smoking during pregnancy. The effects of 
smoking were negatively correlated to judgmental beliefs, indicating that the women 
that believed smoking was having little effect on the foetus were less judgmental of 
smoking.
Perceptions of quitting were positively correlated to justifying of smoking, 
demonstrating that smokers who perceived quitting as challenging were more justifying 
of their smoking behaviour. The meaning of smoking was positively correlated to 
justifying of smoking, indicating that smokers who felt unable to quit were more 
justifying of their smoking behaviour. These two correlations suggest that the smokers 
possibly believed they did not have the ability to quit and were therefore more justifying 
of smoking as they felt unable to change their smoking behaviour. The effects of 
smoking was positively correlated to justifying of smoking, showing that women who 
felt smoking did not affect the health of their foetus were more justifying of their 
smoking. The need to justify smoking behaviour may be a reflection of society’s attitude 
towards smoking during pregnancy, where despite the women’s lack of belief in 
smoking affecting the foetus, they feel obligated to justify their continued smoking 
behaviour.
The meaning of smoking was positively correlated to perceptions of quitting,
demonstrating that smokers who placed more emphasis and importance on smoking
perceived quitting to be challenging. The effects of smoking were positively correlated
to perceptions of quitting, illustrating that as the smokers were less concerned about the
affects of smoking on their foetus, these smokers perceived quitting as more
challenging. Finally, the meaning of smoking was positively correlated to the effects of
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smoking. This indicated that as smoking became more important there was a belief held 
that smoking was more likely to affect the health of the foetus
6.5 Discussion
The item pool for attitude construction was compiled from the findings of Chapters 3 
and 4 and consisted of five factors.
6.5.1 Factor 1, judgmental beliefs
The attitude items that constructed factor 1 demonstrated that a judgmental approach 
was taken describing how pregnant women that smoked were viewed. Pregnant smokers 
were seen as acting morally wrong and perceived as selfish if smoking continued 
throughout the pregnancy.
6.5.2 Factor 2, justification of smoking
The items that constructed factor 2 portrayed how pregnant smokers justified the effects 
of smoking on the foetus through a comparative approach. Babies bom to women that 
smoked were considered as healthy as any other baby and smoking was not considered 
damaging throughout pregnancy.
These two factors emerging from section 1 of the attitude scale were interesting as 
quitters, non-smokers and smokers completed this section. It appeared that two 
constmcts of attitude have emerged which were polarised. This would indicate a distinct 
division between quitters, non-smokers and smokers with both a judgmental and 
justifying element to attitude towards smoking during pregnancy. It would be difficult 
for women to hold the attitude that smoking was morally wrong and then continue 
smoking throughout their pregnancy which was reflective of Festinger’s Cognitive 
Dissonance theory (1957). Therefore, it can be tentatively suggested that the women that 
could not quit or did not wish to quit held a justifying element towards attitude, that
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smoking does not affect the health of the foetus. Whereas, the women that quit or never 
smoked portrayed a judgmental element to attitude.
6.5.3 Factor 3, perceptions of quitting
The items that constructed factor 3 emphasised the perceptions of quitting smoking. The 
ideologies of quitting raised a variety of negative emotions that the women applied to 
quitting. These negative states ranged from agitation and satisfy craving before anything 
else which affected the self-beliefs held about quitting ability and highlighted the level 
of support required to quit. There was a belief that necessary strength to quit was 
unobtainable and this perception appeared to be constructed from understanding how 
smoking was used and that if smoking was removed there was the fear of being unable 
to cope with life. Finally, there appeared to be an unrealistic expectation of quitting, with 
pregnancy being perceived as a life event where spontaneous quitting was the automatic 
response. However, it materialized that cessation had proved more difficult.
6.5.4 Factor 4, the meaning of smoking
The items that constructed factor 4 demonstrated the meaning of smoking. There was 
recognition that NRT was a helpful aid whilst quitting, however to quit highlighted 
several aspects. Once aware of their smoking behaviour, women noticed how many 
cigarettes others smoked which made quitting difficult. To quit, challenged the women’s 
social identity resulting in being different from friends and family. This created a sense 
of worry at feeling lonely and the only person in the social circle abstaining. Finally, 
smoking provided a daily distraction that was time occupying and there was concern that 
abstinence would result in boredom.
6.5.5 Factor 5, the effects of smoking
The items that constructed factor 5 illustrated the women’s disbelief that smoking had 
any affect on the health of the foetus and this allowed the opinion that smoking during 
pregnancy was acceptable. Effects of smoking were associated with number of cigarettes
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smoked and consideration to quit was not made if a low number of cigarettes were 
smoked per day.
The three factors that emerged here were elements of attitude constructed from section 2 
of the attitude scale that only pregnant smokers completed. It was demonstrated that the 
perception of quitting affected the women by having low expectations of ability to quit. 
The meaning of smoking and quitting was illustrated with the social role of smoking for 
these women clearly defined and the use of smoking clear. Finally, an evaluative 
approach contributed to attitude formation that when number of cigarettes smoked was 
low it appeared smoking did not need addressing and the effects were not considered 
detrimental to the development of the foetus.
Correlations were conducted and an interesting correlation demonstrated that age was 
negatively correlated with number of weeks pregnant, suggesting that the older women 
were engaging with Children’s Centres, where the research was conducted, earlier in the 
pregnancy than younger women. This was an interesting correlation as it emphasised 
that more effort needs putting into younger pregnant women to engage with all aspects 
of ante-natal care. However, it is possible that the older women were more likely 
multiparous and therefore already using the Children’s Centre for their other children.
In conclusion, attitude towards smoking in pregnancy was constructed with five 
elements: judgmental beliefs, justification of smoking, perceptions of quitting, the 
meaning of smoking and the effects of smoking.
6.5.6 Limitations
There is acknowledgment that factor analysis is confined to clusters within available 
items. However, the items that formed the five factors have been identified from in- 
depth qualitative research. Construction of an attitude towards smoking in pregnancy 
scale and subsequent validity and reliability was not the purpose of this PhD. However, 
due to the lack of an attitude in pregnancy scale being available, this study was
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undertaken. Therefore, it is suggested that replication and validation of the findings is 
conducted to confirm agreement of emerging factors as validity has not been carried out 
due to a lack of attitude in pregnancy scales being available.
6.5.7 Conclusion
This study was conducted to construct a scale that could measure pregnant women’s 
attitudes towards smoking during pregnancy. To achieve this, exploratory factor analysis 
was applied to the items and in this sample of women revealed that attitude was 
constructed from five factors. The factors were reflective of smoking status, insomuch as 
women that were non-smokers or quitters were more judgmental of smoking. The 
smokers were illustrating justifying aspects of smoking through what smoking and 
quitting meant and ambivalence of how damaging smoking was to the foetus. These 
findings indicated that smoking and quitting was a cluster of complex factors that 
created smokers’ attitude towards smoking during pregnancy. Identifying these elements 
has helped expand knowledge and understanding of how attitude towards smoking 
during pregnancy is constructed. Further research will be conducted to explore if 
attitudes identified in this study can be influenced or altered through the ultrasound 
dating scan.
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7 Does the ultrasound dating scan have an affect on pregnant women’s attitudes 
towards smoking during pregnancy?
Continuation of the dating scan study.
7.1 Method
7.1.1 Participants
One hundred and nine women were recruited from a hospital in the UK, where ante­
natal health care is free of charge to all pregnant women. Seven women handed back 
incomplete questionnaires which were therefore discarded, leaving 102 participating 
women. The inclusion criterion was that women were attending their dating scan. An 
exclusion criterion applied if the women had already had a scan for the current 
pregnancy as this may indicate complications with the pregnancy. Therefore, 
participating in this research could highlight the associated risks of smoking, creating or 
increasing anxiety and stress experienced by these pregnant women.
7.1.2 Demographics
Descriptive statistics for the participants are presented in Table 7.1 and Table 7.2. The 
majority of women attending their dating scan were 12 weeks pregnant. Fifty-four 
women were primiparous and 48 women multiparous. Thirty-nine women had a school 
education with 23 women having a higher education. The mean average age of 
participation was 27 years old and 45 women were married. Twenty-nine women, nearly 
a quarter currently smoked, while 15 women had quit within the previous six months, 10 
women had quit more than six months ago and 48 women were non-smokers. A smoker 
was defined as a woman who smoked at least one cigarette per day which reflects 
definitions used in research (Grange et al. 2005; Haslam et al. 2001).
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Table 7.1 Demographics of women (#=102)
Characteristics Number Percentage
Educational Achievement
School education 39 17.3
Higher education 23 10.2
Diploma 15 6.6
Degree 10 4.4
Post-graduate 6 2.7
Other 3 1.3
Smoking status
Yes currently smoke 29 12.8
No. quit <6 months 15 6.6
No. quit >6 months 10 4.4
No. never smoked 48 21.2
Marital status
Married 45 19.9
Living with partner 39 17.3
Separated 1 .4
Single 4 1.8
Living with family 10 4.4
Age (yr)
18-25 42 41.2
26-35 51 50
36-45 6 6
No. weeks pregnant
11 13 5.8
12 60 2&5
13 13 5.8
14 8 3.5
15 2 .9
16 2 .9
18 2 .9
21 1 .4
23 1 .4
No. children
0 54 234
1 25 11.1
2 18 8.0
3 3 1.3
4 0 0
5 2 .9
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Table 7.2 Demographics of women according to smoking status (#=102)
Frequency
Characteristics ^5smokers
(n=29)
Frequency 
of non- 
smokers 
(»=48)
Frequency 
of quitters Test 
(«=25)
Sig.
Educational Achievement %"(2)=3.102 ns
School education 14 15 10
Higher education or 
higher 13 32 12
Marital status % (^2)=4.978 ns
Married/living with 21 42 21partner
Living alone or with g 5 2
family
Age (yr) f(2)=4.689 ns
18-35 25 44 25
36-45 2 4 0
Weeks pregnant f(2)=2.192 ns
trimester 22 42 22
2°  ^trimester 7 6 3
No. children %"(2)=1.335 ns
Primiparous 13 28 13
Multiparous 16 20 12
7.1.3 Measures
Stage o f Change scale developed by Prochaska and Diclemente (1982) is a measure to 
assess people’s readiness to quit smoking and identifies their position on a cycle 
(Prochaska et al. 1983). There are five stages: pre-contemplation, who are current 
smokers not thinking of quitting; contemplation, smokers thinking of quitting smoking 
within the next six months; preparation, smokers thinking of quitting within the next 30
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days; action, smokers that have quit within the last six months and maintenance, 
smokers that have quit more than six months ago. The stage of change scale has been 
used in a variety of settings (Chang, McNamara, Wilkins-Haug and Orav, 2007; Ogden, 
2004; Verheijden, Van der Veen, Bakx, Akkermans, Van den Hoogen, Van Staveren and 
VanWeel, 2004).
The Positive and Negative Affect Scale (PANAS) developed by Watson, Clark and 
Tellegen (1988) contains 10 positive and 10 negative adjectives that describe emotions 
(Watson, Clark and Tellegen, 1988). The state version of PANAS was used and the 
pregnant women were asked to rate how they felt about each emotion, examples of 
positive emotions were: excited, interested, and negative emotions were: hostile and 
upset. The scale has a 5-point rating range from l=very slightly or not at all, to 5= 
extremely and the two dimensions are independently scored giving a total of positive 
affect (PA) and negative affect (NA). The maximum score for each dimension is 50 with 
a minimum of 10. The PANAS scale is used in research to ascertain emotional state and 
to control for confounding variables in research with a high test-retest reliability .79 for 
PA and .81 for NA.
The Attitude Towards Smoking in Pregnancy Scale (Attitude Scale) consisted of 20 items 
with five underlying constructs relating to pregnant women’s attitudes towards smoking 
during pregnancy as identified in Chapter 6. The pre-scan and post-scan scale used a 
Likert type scale as discussed in Chapter 6 and consisted of two sections. Items were 
rated from 1= strongly disagree to 5= strongly agree. There were six items in section 1 
and examples were: ‘smoking is not damaging as other smokers have had healthy 
babies’ and 7 don’t like to see pregnant women smoking’. Section 2, was only for 
pregnant smokers to complete and had 14 items using the same Likert type scale as 
section 1. Examples of items for section 2 were: 7 thought being pregnant would mean I  
could quit easily ’ and 7 don’t see anything wrong with smoking when I  am pregnant ’. An 
attitude total was scored for non-smokers with a maximum of 30 and a minimum of six 
and for smokers a maximum of 100 and a minimum of 20. Face validity and
Chronbach’s reliability was achieved for this scale as discussed in Chapter 6.
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7.1.3.1 Pre-scan scale
The pre-scan scale contained demographics and three scales. The demographics included 
age, smoking status, obstetric history (parity, number of weeks pregnant and pregnancy 
symptoms experienced), marital status and educational achievement. All women were 
asked to complete the demographics at the beginning of the pre-scan scale. The pre-scan 
scales utilized were Stage of Change, the PANAS and Attitude Scale (see Appendix 7A 
for pre-scan scale). Pregnant smokers were categorised on the stage of change cycle 
immediately before their scan (pre-scan). All the pregnant women were asked to rate 
their positive and negative emotions immediately prior to being called for their scan 
(pre-scan). All pregnant women were asked to complete the attitude scale immediately 
before their scan. Section 1 contained six items and section 2 contained 14 items; with 
non-smokers completing section 1 and smokers section 1 and 2 (pre-scan).
7.1.3.2 Post-scan scale
The post-scan scale used contained the three scales: stage of change, the PANAS and 
Attitude Scale (see Appendix 7B for post-scan scale). Pregnant smokers were 
categorised on the stage of change cycle immediately after their scan (post-scan). 
Pregnant women were asked to rate their positive and negative emotions immediately 
after their scan (post-scan). Pregnant women were asked to complete the attitude scale 
immediately after their scan. Section 1 contained six items and section 2 contained 14 
items; with non-smokers completing section 1 only and smokers section 1 and 2 (post­
scan).
7.1.4 Design
This study utilized a 3 (smokers, non-smokers and quitters) x 2 (pre and post-scan) 
repeated measures design. Power was calculated using the programme GPower with the 
parameter of 95% power, and effect size of 0.15 with an alpha of 0.05. Analysis of data 
was conducted using ANCOVA’s, paired Mest and planned correlations. Correlations 
are shown in Table 7.3 with significant correlations in bold, (see Table 7.3).
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7.1.5 Procedure
The study information pack was sent to all women with their hospital dating scan 
appointment letter (see Appendix 1C). Women were approached when they arrived for 
their dating scan and invited to participate. The pre-scan scale was administered to 
consenting women in the scan clinic waiting area by the researcher directly before 
having their dating scan. Following completion of the dating scan and whilst waiting for 
the scan report the researcher administered the post-scan scale to the women and 
thanked the women for their involvement. To ensure that the post-scan scale was 
completed after the scan, the researcher gave the women the post-scan scale immediately 
after they returned to the waiting area.
7.1.6 Ethical considerations
Full NHS ethical approval was obtained for this study (see Appendix 1C). Participating 
women were assured confidentiality and informed that the medical staff did not have any 
involvement in administering, collecting or analysing of the questionnaires. For the 
majority of women pregnancy goes well, however, sensitivity and care was exercised to 
ensure that should a woman be medically declared not pregnant at the scan she would be 
identified to the researcher by staff and subsequently not approached to complete the 
post-scan scale.
7.1.7 Data analysis
Women were categorised into three different groups for the analysis: quitters, smokers 
and non-smokers. A quitter was defined as having commenced a quit prior to the date of 
the scan appointment and was still abstaining. Women currently smoking at the time of 
the dating scan were categorized as smokers and women that had never smoked were 
categorized as non-smokers. All data was analysed using SPSS (version 15). Data was 
checked for normality using the Kolmorgorov-Smirnov test, and the data was normally 
distributed, therefore parametric tests were used.
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7.2 Results
To control for confounding variables in this study PANAS scores were analysed and the 
bivariate correlations between negative affect and smoking attitudes pre and post-scan 
demonstrated no confounding effects of mood in this study (-.010 and -.156 ns) 
respectively.
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Table 7.3 Correlations of the demographics of pregnant women and the five factors that 
constructed attitudes (#=102, factors 3, 4 and 5 #= 29)
WP NC PS A MS EA JB
(1)
JS
(2)
PE
(3)
MS
m
(4)
ES
(5)
NA PA
WP 1
NC .027 1
PS -.025 -.040 1
A -.059 .332 .015 1
MS -.173 -.174 .417 -.399 1
EA .099 .024 -.011 339 -.198 1
JB(1) -.134 -.060 -.119 .244 -.187 .117 1
JSC9 .153 -.032 .215 -.254 .382 -.233 -.483 1
PE (3) .051 -.077 428 .074 .044 -235 -.193 .251 1
MSm (4) .081 -.357 .011 .073 -.046 .006 -.053 .124 .536 1
ESC9 -.092 -.087 .269 -.128 285 -.196 -.731 .653 .360 .342 1
NA .108 -.215 .187 -.084 .041 -.006 .072 -.013 -.110 .242 -.129 1
PA -.016 -.083 .218 -.053 .104 -.025 .044 .016 .039 -.099 .011 -.014 1
M 12.6 .78 1.2 27.0 2.2 2.3 3.9 2.3 2.5 2.3 2.4 1.6 3.6
SD 1.8 1.1 .37 5.7 1.8 1.4 .92 .84 .67 .66 .69 .52 .74
Key:
WP = weeks pregnant 
NC = number of children 
PS = partner at scan
1= partner came to
scan
2 =partner didn’t 
come to scan 
A = age
MS = marital status 
1= married
2 = living with partner
3 = divorced
4 = separated
5 ‘ single
6 = widowed
7 = living with family 
EA = educational 
achievement
1= school education
2 = higher education
3 = diploma
4 = degree
5 = post-graduate
6 = other
JB = judgmental beliefs 
(factor 1)
JS = justification of 
smoking (factor 2)
PE = perceptions of quitting 
(factor 3)
MSm = the meaning of 
smoking (factor 4)
ES = the effects of smoking 
(factor 5)
NA = negative affect (state) 
PA = positive affect (state)
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7.2.1 Correlations
Age was positively correlated with number of children meaning that older women had 
significantly more children than the younger women. Marital status was positively 
correlated with partner being present at the scan which demonstrated that significantly 
more partners attended the scan by women that were married or living with their partner. 
Also marital status was negatively correlated with age, therefore, women who were 
married or living with their partner were significantly younger women. Although this 
does not tend to follow general trends, looking at the data the majority of women 
participating were married or living with their partner (84%).
Judgmental beliefs were positively correlated with age, illustrating that women who held 
more judgmental beliefs were significantly older women. These older women were more 
likely multiparous with existing parental responsibilities and therefore had more life 
experience.
Justification of smoking was positively correlated with having a partner at the scan 
therefore this demonstrated that the women who were more justifying of their smoking 
behaviour were the women who had partners attending the scan. This is suggestive that 
the partner most likely smoked and therefore justification of smoking behaviour was 
important for the couple. Additionally, justification of smoking was negatively 
correlated to age and therefore, women who were more justifying of their smoking were 
significantly younger women. This correlation follows general trends of smoking where 
younger girls tend to smoke more (Bull et al. 2007). Justifying of smoking was 
positively correlated to marital status showing that the women more justifying of their 
smoking were women that were married or living with their partner, which again would 
suggest that the partner smoked as well. Justifying of smoking was negatively correlated 
to educational achievement, which demonstrated that there was more justifying of 
smoking by women with lower educational achievements again reflective of general 
trends (Bull et al. 2007). Finally, justification of smoking was negatively correlated to 
judgmental beliefs: therefore, women who justified their smoking held less judgmental
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beliefs about smoking during pregnancy. This correlation indieates that the women 
justifying their smoking behaviour had little concern about seeing pregnant women 
smoking or about the effect of smoking on the foetus, showing low judgmental attitude 
towards pregnant smokers.
The meaning of smoking was positively correlated with perceptions of quitting, which 
showed that as women became more aware of what quitting would entail their 
perceptions about quitting increased. It is suggested that the implications of quitting and 
the recognition of the personal changes involved resulted in the women experiencing a 
lack of confidence and self-belief in their ability to quit.
Effect of smoking was negatively correlated with judgmental beliefs which meant that as 
women pereeived less effects of smoking on the foetus, their judgmental beliefs held 
about smoking reduced. It is suggested this could be due to the absence of necessity to 
quit smoking during the pregnancy and therefore seeing pregnant women smoking 
would not evoke any judgmental feelings. Also effects of smoking was positively 
correlated with justification of smoking, therefore as women perceived less effects of 
smoking on the foetus, their justifying of smoking increased. If necessity to quit was not 
individually perceived, to cope with pressure from society to quit may have resulted in 
these women increasingly justifying their smoking behaviour.
Negative affect (state) was negatively correlated with number of children, meaning that 
the women feeling more negative in general mood had significantly less children. This 
is suggesting that the women were most likely primiparous and therefore not having 
experienced a pregnancy before were feeling anxious about the scan procedure. Positive 
affect (state) was positively correlated to partner present at scan and therefore this 
demonstrated that the women feeling more positive in general mood were the women 
who’s partners attended the scan. It is suggested this can be explained by the partners 
attending the scan and therefore offering reassurance to the women throughout the scan 
procedure.
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Differences between the three groups of women according to smoking status were 
analysed using chi-square with no significant differences found (see Table 7.2). A one­
way ANOVA was used to analyse baseline differences of the two attitude factors. A 
significant difference was found at baseline between the groups and therefore post hoe 
tests conducted (see Table 7.4).
Table 7.4 Baseline attitude differences in women (#=102)
Baseline
differences
Smokers
(«=29)
Non-
smokers
(«=48)
Quitters
(«=25) df Test Sig.
Judgmental
beliefs
3.24 (.91) 4.15 (.82)^ 4.24 (.60)" (2,101) #=14.656 .001
Justification
of smoking 2.94 (.72) 2.01 {.16f 2.10 (.65)" (2,101) #=16.113 .001
Mean and standard deviations in brackets
Values on each line sharing the same superscript were not significantly different from each other
7.2.2 Hypothesis 1
It was predicted that after the dating scan, pregnant smokers would feel more negative 
towards smoking during pregnancy than pregnant non-smokers and quitters.
7.2.2.1 Judgmental beliefs
Post-scan judgmental attitudes beliefs were analysed by an ANCOVA, (smokers, non- 
smokers and quitters), with pre-scan scores as a covariate. There was a significant main 
effect of Group {F (1,102) =116.98, = p  < 0.005, E.S = .544). This was due to smokers 
having lower judgmental beliefs than non-smokers and quitters {p < 0.05). There was no 
difference between non-smokers and quitters. For ease of exposition, means including 
both pre and post are shown in Figure 7.1 and 7.2.
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4.4
4.2
Quitters 
* — Non Smokers 
Smokers
3.6
3.4
3.2
Pre-scan Post-scan
Time
Figure 7.1 Shows means of judgmental beliefs for the three groups: smokers, non- 
smokers and quitters pre and post-scan (A^ =102)
7.2.2.2 Justification o f smoking
Post-scan justification of smoking attitudes were analysed by an ANCOVA, (smokers, 
non-smokers and quitters), with pre-scan scores as a covariate. There was a significant 
main effect of Group {F (1,102) = 323.522, p  < 0.05, E.S = .768). This was due to 
smokers having significantly higher justification of smoking than non-smokers and 
quitters {p < 0.05). There was no difference between non-smokers and quitters and 
therefore, hypothesis 1 was rejected.
7.2.3 Hypothesis 2
It was predicted that after the dating scan, pregnant smokers would have a more negative
post-scan attitude towards smoking than their pre-scan attitude. Analysis was conducted
using paired ^-tests. There was a significance difference between perceptions o f quitting
post-scan (M= 2.43, SB = .126), compared to pre-scan (M= 2.58, SE = .130, t (28) =
2.169, p  = .039) which was due to women experiencing lower perceptions of quitting
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post-scan compared to pre-scan. No significance was found for the meaning o f smoking 
post-scan (M = 2.25, SE = .121), compared to pre-scan (M = 2.31, SE = .135, t (28) = 
.736,/? = .468, n.s). No significance was found for the effects o f smoking post-scan (M= 
2.42, SE = .135), compared to pre-scan (M= 2.35, SE = .139, t (28) = -.733, p = .470, 
n.s) and therefore hypothesis 2 was only partially accepted.
2.6
Quitters 
Non Smokers 
lAr- Smokers
2.4
2.2
Pre-scan Post-scan
Time
Figure 7.2 Shows means of justification of smoking for the three groups: smokers, non- 
smokers and quitters pre and post-scan (#=102)
7.2.4 Hypothesis 3
A sample size of twenty-nine smokers did not give sufficient data for meaningful 
analysis to be conducted therefore descriptive statistics are reported. Pre-scan: seven 
(24%) women were categorized in the precontemplation stage, 14 (49%) women were in 
the contemplation stage and eight (24%) women were categorized in the preparation 
stage. Post-scan: eight (28%) women were categorized in precontemplation stage, eight 
(24%) women were in contemplation stage and 13 (45%) women were categorized in the 
preparation stage. Positive movement along the stage of change cycle demonstrated that
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six out of 14 (43%) women had changed their pre-scan quitting intention from 
contemplation to preparation stage post-scan (see Figure 7.3).
Precontenplation Contençlation stage Preparation stage
stage (no not (quitting within next (quitting within next
thinking of quitting) 6 months) 30 days)
□ pre-scan 
■ post-scan
Figure 7.3 Stage of change pre and post-scan quitting intention of smokers (#=29)
The six smokers that moved along the cycle positively from contemplation stage pre­
scan to preparation stage post-scan were identified and the means compared as follows: 
judgmental beliefs pre-scan (M= 3.11, SD = .689) and post-scan (M= 3.16, SD = .781), 
justification o f smoking pre-scan (M= 3.16, SD = .460) and post-scan (M= 3.22, SD = 
3  AA), perceptions o f quitting pre-scan (M= 2.27, SD = .491) and post-scan (M = 2.16, 
SD = .460), the meaning o f smoking (M= 2.26 SD = .372) and post-scan (M= 2.16, SD 
= .497) and the effects o f smoking {M= 2.54, SD = .292) and post-scan (M = 2.45, SD = 
.370). Therefore, showing that post-scan mean has: increased for judgmental beliefs and 
justification of smoking, and decreased for perceptions of quitting, the meaning of 
smoking and the effects of smoking.
7.3 Discussion
The process of the scan examination has been described as psychologically reassuring 
for both parents (Reading et al. 1984). This explanation may be because the majority of
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women receive normal results for their scan. Baillie et al.’s (1999) review found positive 
attitudinal changes following the scan such as emotional state and feelings towards the 
foetus. However, specific attitudinal shifts such as attitudes towards smoking were not 
measured. Therefore, this present study built upon Baillie et al.’s (1999) review and 
examined if attitudinal shifts were altered following the dating scan. In Baillie et al.’s 
(1999) review women had visualization of the scan as did the women in the present 
study. Findings from the present study illustrated that utilizing the scan to specifically 
examine smoking attitudinal shifts resulted in some interesting findings.
Correlations between demographics and constructs of attitude showed some interesting 
associations. The meaning of smoking was positively correlated with perceptions of 
quitting and indicated that as the women became more aware of the necessary changes 
needed for quitting, their confidence in their ability to quit diminished. This is 
suggesting that these women are not equipped with the necessary skills to quit smoking 
and interventions need to concentrate on increasing self-efficacy and belief in ability to 
adequately support these women. Perhaps this correlation is a representation of the 23 
smokers who did not move along the stage of change cycle. An interesting correlation 
between justification of smoking and younger aged women is reflective of the trends of 
smoking, where prevalence rates illustrate that this particular age group smoke more 
than older women (Bull et al. 2007).
There was an interesting positive correlation between judgmental beliefs and age, which 
indicated that older women held more judgmental beliefs towards smoking in 
pregnancy. The findings of the women in the focus groups in Chapter 3 illustrated that 
as women became multiparous, their motivation decreased to attempt quitting as there 
was false reassurance that the first baby was bom healthy despite smoking throughout 
the pregnancy. Therefore, it was expected in the present study that the older women 
would not hold judgmental beliefs about smoking during pregnancy; this was not seen in 
this present study but may be partially explained by pregnant non-smokers being 
included in this study.
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7.3.1 Hypothesis 1
It was predicted that after the dating scan, pregnant smokers would feel more negative 
towards smoking during pregnancy than non-smokers and quitters. This prediction was 
not upheld and therefore hypothesis 1 was rejected.
The findings demonstrated pregnant smokers’ judgmental beliefs towards smoking 
during pregnancy were lower than non-smokers and quitters, indicating that smokers 
were less judgmental towards smoking than non-smokers and quitters. However, despite 
smokers lowered judgmental beliefs held, the findings demonstrated that the dating scan 
was having no affect on smokers, non-smokers and quitters. This difference of 
judgmental beliefs between quitters, non-smokers and smokers may have illustrated that 
the scan provided confirmation to quitters about their decision to quit. These findings 
demonstrated that pregnant smokers had higher justifying of smoking behaviour than 
non-smokers and quitters, indicating that smokers felt the need to justify their smoking 
behaviour. However, although smokers were more justifying, the findings illustrated that 
the scan was having no affect on the smokers, non-smokers and quitters. There was a 
decrease seen in smokers’ justification of smoking following the scan, which indicated a 
directional change and it is tentatively suggested that replicated with more power, the 
affect of the scan on smokers may result in a significant change. However, it is noted 
that although this may provide a significant statistical result, clinically the difference this 
may have in changing smoking behaviours for pregnant smokers in real life could be 
minimal.
Baillie et al.’s (1999) review demonstrated how a positive attitude was held by pregnant 
women towards the examination procedure of the scan and it was suggested this was due 
to the quality of interaction between sonographer and patient (Baillie et al. 1999). This 
demonstrates how influential a role the sonographer has and that the scan is a TM where 
accurate relevant information can be disseminated. Ethical practices in health care often 
involve health professionals making decisions and judgments for the beneficence of 
patients. Reassurance of foetal progress should be given with the ethical and
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professional obligations (Evan and Bor, 2005; Naidoo et al. 2000) of acknowledging and 
discussing with pregnant smokers the associated risks smoking brings.
Within the group of women that were quitters 15 (6.6%) women quit smoking within the 
last six months. The dating scan was on average conducted at 12.61 weeks which would 
indicate that some of these women changed their smoking behaviour up to three months 
prior to pregnancy. This suggests that smoking behaviour changes were either: made 
prior to conception, spontaneously on the knowledge of the pregnancy or within the 1®^ 
trimester. Solomon and Quinn (2004) stated that the majority of women who quit 
smoking successfully during pregnancy were spontaneous quitters (Solomon et al. 2004) 
and the reason for this may in part be explained by having a valid purpose to quit. 
Ortendahl (2006) emphasised that spontaneous quitters possessed different attributes 
than other pregnant smokers (Ortendahl, 2006) with one particular characteristic being a 
stronger belief that smoking was harmful to the developing foetus (Solomon et al. 2006). 
Being a spontaneous quitter would indicate a choice regarding cessation which has been 
demonstrated to lower psychological symptoms such as: depression, anxiety, hostility 
and somatization. Curry, Grothaus, McBride, Lando and Pirie (2001) reported that 
spontaneous and continuous smokers both shared a concern for a healthy foetus during 
pregnancy (Curry et al. 2001) although spontaneous quitters have been portrayed as 
feeling less motivated by social pressure and more motivated by personal health 
compared to continual smokers (Ortendahl 2006). Solomon et al.’s (2004) research on 
spontaneous quitters would indicate that quitting for the women in the present study, 
most likely occurred on knowledge of the pregnancy. Therefore the scan would have 
provided confirmation that abstaining from smoking was a positive health behaviour 
change to have implemented. Following the dating scan within the group of quitters it 
was demonstrated that more judgmental beliefs were held compared to smokers, which 
supports Solomon et al.’s (2004) findings.
The remaining 10 (4.4%) women from the quitters group quit smoking more than six
months before the scan and this would suggest that quitting occurred three month prior
to conception. It is possible that these women may have quit in preparation for
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conception and therefore would indicate their pregnancy was more likely planned. A 
planned pregnancy is one of many factors cited in research that influences smoking 
behaviour changes. However, the term planned can be ambiguous with Barrett and 
Wellings (2002) conducting a qualitative study to define the term planned and intended 
pregnancy. To be considered planned, findings demonstrated that four criterion needed 
meeting: intending to become pregnant, partner agreement, stopping contraception and 
feeling ready for a family with regards to lifestyle and stage in life. Without meeting 
these criterion the pregnancy was considered unplanned however, it should be noted that 
this study’s findings may not be generalizable to other pregnant populations (Barrett and 
Wellings, 2002). Consequently, women experiencing a planned pregnancy using Barrett 
and Wellings definition may have more positive expectations of support from the partner 
if cessation is to be attempted. By Barrett et al. (2002) definition, if partner agreement 
has been reached then subsequently the prospects of the partner quitting smoking with 
the women is more likely. Therefore, it would be advantageous for smoking advisors to 
enquire whether the pregnancy was planned when supporting women in quitting and 
developing cessation programmes.
7.3.2 Hypothesis 2
It was predicted that after the dating scan, pregnant smokers would have a more negative 
post-scan attitude towards smoking than their pre-scan attitude. However, hypothesis 2 
was only partially supported and this signified how difficult it was to alter smokers’ 
attitudes towards smoking during pregnancy when the women were engaging in 
smoking behaviour.
The findings for perceptions of quitting were unexpected, illustrating that following the 
scan the smokers had lowered perceptions of quitting. This indicated that following the 
scan their perception of quitting was that quitting would be easier than expected, 
demonstrating that the smokers did not show any intention to quit. These unexpected 
findings were contradictory to what was hypothesised and showed that the women: did 
not feel a lack of strength to quit, they did not feel that satisfying their cravings came
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before everything else, and they did not become agitated when considering quitting. 
Additionally, the women felt: they could cope if they quit smoking, that being pregnant 
did not make it difficult to quit, and they thought that quitting did not required lots of 
support. It is suggested that the dating scan did not empower these smokers to quit 
despite exhibiting confidence in quitting ability, perhaps suggesting fiirther unidentified 
factors are involved in quitting during pregnancy. These attitudes of perceiving quitting 
as easier than expected but continuing to smoke are reflective of Festinger’s Cognitive 
Dissonance Theory (1957) that identified simultaneously holding two incompatible 
cognitions creates psychological tension (Gross 2001; Naidoo et al. 2000). Therefore, it 
is possible the smokers were unwilling to acknowledge the affects of smoking on their 
foetus as this would cause too much psychological discomfort and therefore the scan 
was not as effective as it could have been. This unexpected finding of perceptions of 
quitting could also be related to the feedback given during the scan which provided 
medical reassurance that smoking was not affecting their foetus. Furthermore, it is 
possible that immediate changes in attitude towards smoking will not be seen as smokers 
may require time to process any cognitive changes the scan may have introduced. 
Therefore, a follow up study to examine whether smokers attitudes were altered after a 
period of time following the scan is recommended. More exploration of the influence of 
the scan and smokers attitudes is needed as a change in cognitions were seen.
There was no difference found between the smokers meaning of smoking following the
scan indicating that the women did not alter their meaning of smoking. The findings
demonstrated that there was no change in the effects of smoking following the scan for
smokers. This suggested that smokers remained feeling the same about smoking and
experienced no change in the beliefs of how smoking can affect the foetus. Explanations
for this lack of change in the meaning of smoking and the effects of smoking could
again be related to the kind of verbal and written feedback from the sonographer the
smokers received at the dating scan. If the pregnancy was progressing well smokers with
normal scan results where the foetus was growing in accordance with guidelines, may
have provided these smokers with the message that smoking was not damaging the
foetus. However, scans are limited in there precision and only provide physical
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indicators, whereas the neurological development of the foetus is not tangible and 
therefore not all impairments may be apparent at the scan. This positive feedback of the 
scan given by the sonographers can allow the smokers to become complacent and 
challenge medical knowledge and advice believing that smoking is not damaging. At 
subsequent ante-natal appointments foetal heart monitoring is conducted, which if within 
normal range is further providing the message to pregnant smokers that smoking is not 
damaging.
A further explanation as to why pregnant smokers attitudes were unchanged following 
the scan is provided by Haslam et al. (2004) who stated that the association between 
maladaptive health behaviours, namely smoking, and negative health outcomes such as 
an unhealthy baby are not necessarily recognised or influential in women’s attitudes 
towards smoking during pregnancy (Haslam et al. 2004). For example pregnant smokers 
often cited other women that smoked during pregnancy, who went on to have healthy 
babies with no complications (Bull et al. 2007).
7.3.3 Hypothesis 3
It was predicted that after the dating scan, pregnant smokers’ stage of change position 
would have positively moved along the cycle. Descriptive statistics were reported for 
these changes due to low sample numbers. However, the smokers’ means (data) of 
contemplation and preparation stage before and after the scan demonstrated that a 
positive directional change for six out of 14 (43%) women had occurred. This suggested 
that six women were affected by the scan which facilitated a post-scan change from 
contemplation into preparation stage ready to commence a quit attempt. This cycle 
change supports the unexpected findings of perceptions of quitting where it is suggested 
that smokers may need time to process information following the scan. Therefore, a 
change in readiness to quit was seen, but this was not sufficient to have altered the 
attitudes following the scan. These findings advocate the need for health professionals to 
be trained in brief intervention about cessation and to possess the skills of recognising
168
women who would be interested in making smoking behaviour changes and 
subsequently using appropriate referral pathways.
Stage of Change is a useful behaviour change model although smoking cessation 
programmes are generally devised for smokers in the preparation stage that have moved 
along the cycle and are ready to quit (Ruggiero et al. 2000). Different information and 
approaches have been highlighted as more beneficial for pregnant women if they are not 
in the preparation stage. Ruggiero et al. (2000) suggested focusing on increasing 
motivation and readiness to quit, whilst Haslam et al. (2000) suggested that following an 
acknowledgment of the dangers of maternal smoking from pregnant women, practical 
advice was required to facilitate women to move along the stage of change cycle 
(Haslam et al. 2000). Prochaska et al. (1983) proposed that women need cessation 
advice tailored to their stage of change and that women in the precontemplation stage 
needed graphic information or information that was consciousness raising to accept 
smoking as harmful to the foetus (Prochaska et al. 1983). This would suggest that the 
smokers in the present study that positively moved along the cycle, would require 
practical advice after the scan to reach action stage. Women within the cycle at 
contemplation or preparation already demonstrated an acceptance of the dangers of 
smoking during pregnancy and therefore, required specific tailored help to move along 
into the action stage. If the women in the present study in precontemplation stage need 
graphic information proposed by Haslam et al. (2000), then appropriately tailored scan 
feedback fi*om the sonographer could fulfil this.
Haslam et al.’s (2000) study revealed that women further along the stage of change cycle
were more convinced of the harm of smoking (Haslam et al. 2000) and suggested that
stage of change be assessed for all smoking women at the beginning of ante-natal care to
ensure women were given the most relevant cessation information and advice (Haslam
et al. 2001). Women in the present study whose stage of change moved positively along
the cycle following their dating scan were perhaps more accepting of the effects of
smoking on the developing foetus as portrayed in Haslam et al.’s study. Nonetheless,
this did not appear sufficient to change their attitude towards smoking following the
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scan. However, their readiness to quit had changed and this was suggestive of a possible 
motivational shift as outlined in Ruggiero et al.’s (2000) study and demonstrated a TM 
as described by McBride et al. (2003). Therefore, it is possible that if action to quit is not 
immediately taken the influencing factor, in this situation the dating scan, may lose its 
effect and pregnant smokers could regress to a previous stage of change position. 
Therefore, more organised approaches to cessation need implementing so that every 
opportunity of TMs can be utilized to the maximum. Nevertheless, changing of smoking 
behaviour involves changes to attitude and following the scan the smokers remaining at 
precontemplation stage were possibly reflective of Haslam et al.’s (2000) study where 
pregnant women who were most resistant in accepting the dangers of smoking perceived 
no reason to change smoking behaviour. These are often the hard core group of women 
that remain extremely difficult to engage.
The Stage of Change model is not without criticism (Sutton, 2001; West, 2005) and one 
such criticism observed during the present study was that pregnancy did not allow a 
large enough timescale for categorization of the stages for quitting intention. The time­
frame for making a change on the cycle is too limited compared to the usual boundaries 
of classification for the general smoking population. For example women at the end of 
the 1®^ trimester have only six months before delivery, therefore intention to quit within 
the next six months would mean quitting in the post-partum phase (Haslam et al. 2001). 
Sutton (2001) emphasised the difficulties of this model, as a person thinking of quitting 
within 31 days instead of 30 days would also be categorized in a different stage (Sutton 
2001). Additionally, categorizing whether behaviour changes are in stages or on 
continuums remain difficult (Ogden 2004). Additionally, Lawrence et al. (2005) found 
that stage of change interventions did not increase long-term quit rates into the post­
partum phase (Lawrence et al. 2005). Once again, pregnant women have demonstrated 
being a special population with differing needs to achieve cessation. Nonetheless, the 
strengths and advantages of using the scale is the ease of categorising pregnant women 
(Haslam et al. 2001). Training for key health professionals involved in all aspects of 
ante-natal care would be beneficial firstly: for competently understanding and
interpreting the importance of cessation and the appropriateness of delivering cessation
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advice in all health contexts such as the dating scan and secondly, for all health 
professionals to competently categorize pregnant women on the stage of change cycle.
Reading et al.’s (1984) study examined comparisons of scans with low and high 
conditions, where low condition women were unable to see the ultrasound scan screen 
and were given non-specific assurances. Therefore, women in the high condition had 
visualization of the foetus and were given specific assurances. Reading et al. (1984) 
analysed general attitudes in the long and short term to see if low or high conditions had 
an affect on foetal attachment with no significant effects seen in either condition and 
attitudes remaining the same. Likewise, the present study was reflective of Reading et 
al.’s (1984) high condition, where women had visualization of the scan screen and were 
given specific reassurances such as: physiological development of foetus, size of foetus, 
head circumference and femur bone length (NHS, 2010). However, like Reading et al.’s 
(1984) findings the scan in the present study demonstrated no change in the pregnant 
smokers’ attitudes of smoking during pregnancy. However, there was as difference seen 
between the judgmental beliefs of the pregnant women demonstrating that non-smokers 
and quitters were more moralistic about smoking than smokers.
There is acknowledgement here of two factors firstly; that health professionals give 
correct information and secondly that some of the indicators used in appointments are 
not sensitive enough to detect the effects of smoking on the developing foetus. 
Following the dissemination of medical information about the progress of the 
pregnancy, specific information needs to be provided about smoking and the subsequent 
effects on the foetus. It is not being suggested here that sonographer’s scaremonger 
pregnant smokers or make the dating scan an uncomfortable experience as this may put 
off smokers attending their scan however; pregnancy notes indicate smoking status, and 
smokers have been shown to need specific information that is different from non- 
smokers (Haslam et al. 2000; Prochaska et al. 1983) if quitting is to be addressed.
Attitude has been investigated (by self-report diary) and Ortendahl (2004) explored
pregnant and non-pregnant smokers’ attitudes over a 14 day period of time and found a
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negative attitude towards smoking was held regardless of pregnancy status. However, 
the women that successfully quit felt more negative than those who did not manage 
quitting. Ortendahl’s (2004) findings reflect the present study’s findings that following 
the scan non-smokers and quitters were found to hold more judgmental beliefs about 
smoking than smokers indicating that non-smokers and quitters felt more moralistic 
about smoking during pregnancy than smokers.
Ruggiero et al. (2000) found that pregnant smokers held less negative attitudes towards 
smoking than non-smokers and did not use important experiential processes of change 
when given the opportunity (Ruggiero et al. 2000). The findings of the present study 
were partially reflective of Ruggiero et al.’s (2000) findings, insomuch as pregnant 
smokers missed the opportunity to utilize the scan as an experiential process of change 
and following the scan held lower judgmental beliefs than non-smokers and quitters and 
continued to justify their smoking behaviour. Therefore, Ruggiero et al.’s (2000) 
findings suggesting that although women dislike their smoking behaviour, this is not 
always sufficient to facilitate changes and may explain the present study’s findings.
The findings from the present study may explain some of the motivational fluctuations 
in Curry et al.’s (2001) study where women that were unable to quit were seen to have a 
reduction in motivation levels as the pregnancy progressed (Curry et al. 2001). Curry et 
al’s study measured women’s motivation in early pregnancy and the present study has 
illustrated how the scan can give pregnant smokers false reassurance that smoking is not 
detrimental to foetal health, which can explain the possible reduction in motivation from 
early pregnancy onwards. Furthermore, pregnancy has been illustrated to provide only 
short-term motivation to quit smoking as after the baby is bom pre-natal risks have 
disappeared (Mullen 2004). Nonetheless, it is acknowledged that measuring factors such 
as motivation during pregnancy will fluctuate as pregnancy is a limited time-frame and 
therefore women nearing the end of the pregnancy who have not managed abstinence 
may cease attempting cessation.
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A study by Jomeen and Martin (2005) also offers some explanations as to why some 
pregnant smokers do not appear concerned about the affects of their smoking on the 
health of their foetus (Jomeen and Martin, 2005). The study made comparisons between 
depressed and non-depressed pregnant women suggesting that HLOC scales had two 
external sub-scales in early pregnancy. Powerful Others divided into doctors (doctors or 
medically trained health professionals) and powerful others (all powerful others). The 
study identified unexpected findings showing that non-depressed women with an 
external HLOC had a significant higher doctors sub-scale score (Jomeen et al. 2005). 
This implied that non-depressed pregnant woman perceived doctors or medically trained 
health professionals as having more control over their health during pregnancy than 
anyone else. Therefore, in terms of smoking cessation this finding identifies a window of 
opportunity for health professionals to introduce cessation when women are most likely 
to accept medical advice about changing health behaviours such as smoking. This 
suggests that pregnant smokers with an external HLOC can be influenced by health 
professionals.
Jomeen et al. (2005) offered two explanations for their findings: firstly, that pregnancy 
continued to be viewed through a medical model and was still objectively perceived as 
risky in the early stages. Secondly, that during early pregnancy women despite 
encouragement to take control over their health (NHS 2010) appeared content to 
relinquish perceived control. This relinquishment subsequently removed the 
responsibility of any adverse outcomes for the pregnancy (Jomeen et al. 2005). The 
implications of these findings are noteworthy as this reluctance results in looking 
towards the health professionals to offer reassurance regarding healthy progression of 
pregnancy. If pregnant smokers felt that inability to quit or the smoking consequences 
on the foetus were not within their control, then handing this control over to health 
professionals could be an effective strategy for reducing the personal negative 
consequences of smoking. Therefore, the need to adjust smoking behaviour would 
remain low.
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It is suggested that approaches to deflect responsibility of smoking can be viewed 
through reffaming health and the application of the Time Perspective Model. There has 
been the suggestion that emphasising health messages through a negative framework to 
highlight the negative consequences of particular health behaviours is thought to be 
perhaps more influential than current health messages (Ortendahl 2006). In addition, 
continually highlighting how present health behaviour affects future health outcomes, 
would encourage pregnant smokers to reframe their cognitive processes and make 
decisions through a friture orientation instead of a present or past one (Keough, 
Zimbardo and Boyd, 1999). Keough et al. (1999) suggested that Time Perspective 
Model should always be considered in the planning of health programmes particularly 
for tobacco, alcohol and drug use, as present time perspective has been found to be 
associated with significantly more substance use than future orientated time perspective 
(Keough et al. 1999).
However, smoking has been highlighted as a mechanism to regulate mood (Balfour and
Ridley, 2000) and therefore illustrates one of the reasons abstinence is so challenging for
pregnant women. Stress has also been reported as increasing the amount of cigarettes
smoked rather than decreasing it (Ebert et al. 2007) with being pregnant and the guilt of
continual smoking a probable circular source of this stress. Changing health behaviour
has been highlighted to cause psychological difficulties for pregnant women (Ortendahl
2006) and Zhu and Valbo (2002) found that depression in pregnancy was a predictor for
continued smoking (Zhu and Valbo, 2002). Grussu et al. (2005) found that women
experiencing unplanned pregnancies demonstrated significantly more disturbed mood
states in the ninth month of pregnancy such as depression, anxiety, irritability, weariness
and confusion (Grussu et al. 2005). Additionally, women that managed abstinence
reported high base levels of withdrawal symptoms such as anger, difficulty
concentrating and impatience (Heil et al. 2006). Conversely, Solomon et al. (2006)
hypothesised that quitting would reduce dissonance when abstaining from a harmful
behaviour and therefore reduce psychological symptoms. However, Solomon et al.’s
(2006) findings showed no reduction in dissonance although they did support their
hypothesis that women that quit early in pregnancy reported lower psychological
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symptoms (Solomon et al. 2006) with the largest decrease in psychological symptoms 
seen between the 1®^ and 2°  ^trimester (Solomon et al. 2006). Therefore, evidence exists 
that should encourage health professionals to feel more confident delivering cessation 
advice at the beginning of the pregnancy. The majority of research cited above has 
concentrated on using extrinsic factors to bring about smoking behaviour changes such 
as: the pregnancy, foetus, stress of inability to quit whilst pregnant, short-term quitting 
intention and unplanned pregnancies. This includes the present study where visualization 
of the foetus at the dating scan is considered extrinsic. A study by Lawrence et al. (2005) 
illustrated that concentrating on intrinsic motivation such as personal health of pregnant 
women and not the foetus could be more productive. Nevertheless, intrinsic motivators 
appear to be more difficult to generate.
Although emphasis is placed on pregnant smokers to abstain from smoking during 
pregnancy, the facilitating factor throughout cessation is the valued and important role of 
the health professional. Health professionals often assume that pregnant smokers want to 
change their smoking behaviour. Nevertheless, women have been regularly cited as only 
wishing to quit short-term for the pregnancy (Lawrence et al. 2005) and these 
adjustments to smoking behaviour are usually motivated by pregnant status with an 
intention to return to smoking once post-partum (Lawrence et al. 2005). There is 
evidence to show that pregnant women are still being criticised, judged and made to feel 
irresponsible by smoking (Ebert et al. 2007) instead of receiving an empathetic and 
women-centred approach by health professionals. Because of this judgmental attitude 
adopted by some health professionals women can be difficult to engage with. There is 
acknowledgment that pregnant smokers are reluctant to disclose smoking status due to 
social stigma (Bull et al. 2007) although, a small amount of women have stated that 
health professionals are able to influence their smoking behaviour (Ebert et al. 2007). 
Nevertheless, despite the availability and appropriate approach of some health 
professionals the phenomenon of a hard-core group of smokers described as an 
irreducible minimum by Haslam et al. (2000) could exist.
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Finally, there is an acknowledgement that one of the challenges for health professionals 
in assisting pregnant smokers to quit is the gestation week they enter the ante-natal care 
system. Usually the first ante-natal appointment is towards the end of the 1®^ trimester. 
Women generally see their GP for confirmation of pregnancy, at approximately four 
weeks gestation, and therefore an intervention needs to be available then. When the 
women access the midwife through the first ante-natal appointment the majority of the 
neurological development of the foetus is complete. This crucial period of development 
1-13 weeks is when interventions would be most effective (Ershoff, Ashford and 
Goldenberg, 2004; Ginzel, Maritz, Mark, Neuberger, Pauly, Polito, Schulte-Hermann 
and Slotkin, 2007; Hajek, West, Lee, Foulds, Owen, Eiser and Main, 2001).
7.3.4 Limitations
There were seven incomplete forms that needed to be discarded for the following 
different reasons: three women did not fully complete the PANAS despite the written 
instructions for all the emotions on the PANAS to be rated. Three women did not fully 
complete the post-scan scale and one woman had attended a previous scan for the 
current pregnancy.
The PANAS scale presented some difficulties for the pregnant women and having the 
ability to recognise and identify feelings and emotions and rate them accordingly was 
challenging for some women. The researcher addressed this barrier by returning to the 
women at least twice to check on progress giving the women the opportunity to ask any 
questions. On reflection a scale to measure emotion that was shorter and did not require 
such a level of comprehension would have been a better choice.
The scan department was run very efficiently and as women arrived they were called for 
their scan in less than five minutes. The original design of the study was to administer 
the Attitude Scale to women on arrival, directly before the scan and directly afterwards. 
Administering the scale twice prior to the scan was a method of controlling any 
confounding variables sitting in the waiting room may have introduced. Therefore, due
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to the lack of time available between arrival and having the scan, the Attitude Scale 
could only be administered once before the scan. However, as the women were called 
straight away it was felt this negated the introduction of possible confounding variables.
The present study could have been further strengthened by requesting from the quitters 
the specific date the women had quit. Knowing this date would have enabled 
ascertaining if the women quit prior to conception, spontaneously or within the 1®^ 
trimester. However, sensitivity was exercised with the amount of information requested 
in the scale as a balance needed to be drawn between not overwhelming the women with 
a large scale, potentially resulting in a barrier to participate, and collecting sufficient 
data. Additionally, the order of the scales were given careful consideration and a 
decision to put the PANAS scale before the attitude scale was made as completion of the 
attitude scale could potentially affect the pregnant smokers emotional state.
Strength of the present study was the time in pregnancy that data collection occurred. 
Research demonstrated that the 1®^ trimester was the most effective time for smoking 
behaviour changes (Baillie et al. 1999) and the present study collected data at mean 
average of 12.61 weeks therefore, within the 1®^ trimester. It has been acknowledged that 
few women make health behaviour changes in the 2"  ^ or 3^^^ trimester and a possible 
explanation for this is if the pregnancy is progressing well, the necessity to quit reduces 
as the perception of smoking risks decrease. Recruitment of pregnant women is difficult 
and in a study by Tod (2003) the challenges and difficulties of engaging with pregnant 
women were emphasised. Tod (2003) states this barrier of inability to engage and 
conduct research means that the gaps in knowledge for health professionals widen and 
this impacts on quit rates (Tod 2003) and therefore, managing to engage smokers within 
the 1®^ trimester strengthens this study.
7.3.5 Future research
Future research could investigate the small effect seen in smokers’ pre and post-scan 
justification of smoking. Although this effect was not large enough to be significant,
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replicated with more power may demonstrate a significant effect post-scan. 
Additionally, fiill validation of the Attitude Scale needs conducting. Examining and 
identifying which aspects of the scan were causing a change in attitude would be 
beneficial. Additionally, expanding the present study and introducing an intervention 
that increases intrinsic motivators would be useful in further understanding how to 
influence smoking attitudes. Additionally, exploring women’s FHLOC on smoking 
would help increase understanding of how women view the health of their foetus and 
whom pregnant women perceive to have responsibility for the health of their foetus.
7.3.6 Conclusions
Investigation of attitudes towards smoking during pregnancy at the dating scan was 
conducted to see if the scan had an affect on attitudes held. Main conclusions illustrated 
that non-smokers and quitters were more moralistic towards smoking during pregnancy 
with their judgmental beliefs and smokers were more justifying of their smoking. 
However, the findings demonstrated that the scan had limited affect on the pregnant 
women’s attitudes towards smoking during pregnancy. A small effect was seen in 
smokers being less justifying of smoking following the scan, although this was not 
sufficient to be statically significant. Additionally, smokers were seen following the scan 
to have significantly lower perceptions of quitting, indicating that quitting smoking was 
perceived as being less difficult after the scan than before. Nevertheless, this affect on 
perception of quitting did not lead to the initiating of a quit attempt and a follow-up 
study was planned to ascertain whether longer-term affects of the scan materialized. 
Unfortunately, due to poor response rates it was not possible to conduct this study; 
therefore, it is recommended that a replication of the scan study is undertaken with a 
follow-up to examine these changes in attitude.
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8 General discussion
The aim of this thesis was to examine the psychological determinants and attitudes 
involved in smoking and cessation, and increase our understanding of the complexities 
of quitting in pregnancy.
8.1 Summary of main findings
This thesis has undertaken a systematic review to identify the gaps in research on 
cessation in pregnancy. Subsequently focus groups were then conducted with 10 ante­
natal or recently post-natal women and IP A identified three super-ordinate themes: (1) 
ability versus desire to quit, (2) misinformation about quitting and (3) coping with 
quitting and seven sub-ordinate themes were identified. The findings from the focus 
groups enabled the devising of an interview schedule for further qualitative research. 
Ten individual semi-structured interviews with ante-natal or recently post-natal women 
were conducted, barriers were explored that pregnant women encountered when 
attempting to quit smoking. Following IP A, five super-ordinate themes emerged: (1) 
controlling the quitting process, (2) coping with quitting, (3) the assimilation of 
information about smoking risks in pregnancy, (4) attitudes towards smoking and (5) the 
influence of the social environment on smoking and 17 sub-ordinate themes were 
identified. The findings from the analysis identified two specific attitudes, mental 
separation and feeling superior at quitting, which were not previously cited in research 
and therefore attitudes towards smoking during pregnancy were further investigated. A 
scale for measuring attitude towards smoking in pregnancy was unavailable, therefore a 
scale was constructed. One hundred and thirty-nine pregnant women participated in the 
study that investigated variables that constructed attitude towards smoking. Exploratory 
factor analysis on the scale identified five emerging factors: judgmental beliefs, 
justification of smoking, perceptions of quitting, the meaning of smoking and the effects 
of smoking. Using the constructed Attitude Scale, 102 pregnant women participated in a 
quantitative study to explore if attitudes towards smoking could be altered at the 
ultrasound dating scan. To measure pregnant women’s attitudes the constructed attitude
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scale was administered to pregnant women before and after their dating scan. The 
findings of the thesis are discussed below with main conclusions and suggestions for 
future research.
As mentioned in Chapter 1, this thesis aimed to concentrate on women who continually 
attempted cessation but were unsuccessful and women who were not interested in 
modifying their smoking behaviour. The identifying of determinants associated with 
successful quit outcomes was established, as was the attitude of disinterested smokers 
that was altered by the dating scan. The four separate studies conducted were with 
different populations of pregnant women with similar results demonstrating triangulation 
of findings which strengthens this thesis.
The evidence from this collection of studies illustrated that smoking during pregnancy is 
a complex area and does not involve just pregnant women, but expands to include 
expectant partners, family, friends and health professionals. However, despite pregnancy 
being considered a TM for the expectant partner as well as pregnant woman (Everett, 
Gage, Bullock, Longo, Geden and Madsen, 2005) in this thesis concentration was 
primarily placed on the pregnant woman and foetus.
The latest figures available show the prevalence of smoking in pregnancy as fluctuating 
and varied. Current approaches appear to no longer increase quit rates in pregnant 
women thus the need to explore every influential opportunity and develop approaches 
that will both directly and indirectly support women to attempt cessation are necessary. 
One explanation relating to pregnancy quit rates remaining stable could be due to the 
pregnancy population constantly changing with new women entering and leaving the 
ante-natal and post-natal phase. Therefore, media messages, adverts, interventions and 
health advice are time limited and need to be effectively utilized and updated.
When pregnant women enter the ante-natal medical system, the aim is to ensure the best
health outcome for the woman and foetus which then becomes the professional
responsibility of health care providers. Therefore, this role of health mentor permits
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health professionals to discuss smoking and subsequent effects on the woman and 
foetus, providing multiple opportunities to increase cessation rates. Although pregnant 
women usually attempt cessation as a choice their success depends largely on their 
psychological, social and emotional environment as seen in the systematic review in 
Chapter 2. Therefore, the role of health professionals is an important often overlooked 
element that can be influential in quit outcome. Whilst it is understood that women need 
to be motivated and have the desire to change smoking behaviour, the role that health 
professionals fiilfil is one of firstly informative, suggestive and then supportive. Without 
this framework, pregnant women may not have the self-belief to attempt cessation or 
available support to maintain abstinence; which was emphasised in the systematic 
review in Chapter 2 where Nichter et al. (2007) demonstrated that the amount of control 
the women had over their smoking and environment related to levels of self-efficacy. 
This was also found in Chapter 4 where the interviewed women who had little control 
over their environment experienced additional quitting challenges. Therefore, receiving 
consistent messages at all ante-natal appointments with the offer of practical support 
may help remove anxiety and feelings of being overwhelmed at coping without 
smoking.
Quitting smoking was presented as a choice by pregnant smokers in the focus groups in 
Chapter 3. However, evidence from the findings of the women in the focus groups 
illustrated this was not an informed choice as the myths and misinformation around the 
affects of smoking and the use of NRT was apparent. Although an acknowledgement 
was made that health behaviour needed changing during pregnancy, smoking behaviour 
changes were seen as low priority. Resources and coping strategies for successful 
quitting were inaccessible for these women and there was reportedly no framework of 
support from the midwives. Smoking as a mechanism to manage daily hassles and 
stresses was considered normal healthy functioning. This indicated the women may 
understand and acknowledge the dangers of smoking, however, the majority still had no 
intention to quit. The few that were open to persuasion did not have sufficient coping 
mechanisms to remain abstinent. The women from both focus groups demonstrated they
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were happy to make token short-term changes such as cutting down the number of 
cigarettes smoked but were unprepared to make permanent smoking behaviour changes.
The women from the focus groups in Chapter 3 perceived the process of quitting as 
easy, although when they attempted quitting the reality of abstaining was different from 
the perception, with insurmountable challenges. This perception of quitting being easy 
was also reflected in the women at the dating scan in Chapter 7, where smokers’ 
attitudes following the scan had altered to indicate that quitting was perceived easier 
than expected. However, whether the experience of a quit attempt would change this 
perception of quitting was not evident at the time of the study.
The findings from the interviewed women in Chapter 4 demonstrated that all the women 
had attempted to quit smoking at some point during their pregnancy. Nevertheless, some 
of the women appeared to quit out of obligation and their quit outcome was 
unsuccessful. Findings showed that successful quitters had psychological determinants 
such as: higher levels of determination, flexible coping strategies and external sources of 
support. However, it was suggested that women that were unsuccessful would greatly 
benefit from learning positive psychological functioning prior to quit attempts with 
tailored interventions to address factors such as: stress, time out, emotional coping, 
mood management, conflict resolution, relaxation, increasing self-esteem and 
confidence. These findings from the interviewed women in Chapter 4 indicated that 
some smokers were more able than others to control their psychological functioning 
whereas; it was observed that other smokers needed to be taught these skills. This factor 
of control was seen in the research included in the systematic review in Chapter 2 where 
level of control was emphasised as influential in quit outcome (Nichter et al. 2007). 
Healthy psychological functioning as shown above offers some explanation to which 
determinants maintain smoking in pregnant women and would be an alternative 
perspective when considering future smoking cessation research.
In addition, a further finding from the women interviewed in Chapter 4 expressed
differing levels of responsibility felt for the health of the foetus which emerged as the
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sub-ordinate theme feelings o f responsibility. Investigating the effect of FHLOC would 
have been valuable; unfortunately, it was not possible to continue investigating all the 
findings in this thesis. However, future research to examine the role of FHLOC is 
recommended.
The findings from the scale construction in Chapter 6 illustrated that attitude towards 
smoking during pregnancy in this population of women was constructed with five 
elements: judgmental beliefs, justifying of smoking, perceptions of quitting, the meaning 
of smoking and the effects of smoking. The findings illustrated that pregnant women 
held judgmental beliefs that smoking in pregnancy was morally wrong and perceived as 
selfish behaviour. Therefore, justifying of smoking behaviour by pregnant smokers in 
Chapter 6 was accomplished by comparing the health of their foetus to other smoking 
women who had delivered healthy babies and appeared to fulfil justification of smoking 
to self and society.
The findings of smokers from the scale construction in Chapter 6 illustrated that 
perceptions o f quitting were portrayed by smokers as a health behaviour change that was 
unobtainable as the mechanism of smoking to cope with life was so essential. The 
meaning o f smoking demonstrated how pregnant smokers felt about their smoking and 
what the role of smoking was. Without smoking there was concern that being socially 
different, bored and lonely may occur. This embedded role that smoking had for the 
pregnant smokers demonstrated how daunting and challenging quitting could be. The 
effects o f smoking signified the perception that pregnant smokers held about smoking 
effects on the development of their foetus. This was associated with the number of 
cigarettes smoked and therefore, by cutting down the women believed they were 
reducing the effects of smoking. These findings illustrated that the women believed 
smoking had some detrimental affect on the foetus as changes in the form of smoking 
occurred such as: a lower numbers of cigarettes smoked or lighter brands smoked. 
Therefore, these women appeared ambivalent about their smoking during pregnancy, 
however this could be seen as a defence mechanism as justifying smoking behaviour
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showed the women had some acceptance of the detrimental effects of smoking on their 
own and their foetuses’ health.
In a study by McBride et al. (2003) TMs were emphasised as opportunities to alter 
attitudes (McBride et al. 2003) and the first time women and partners viewed their 
developing foetus was at the dating scan which was a powerful experience. Therefore, 
whether attitudes could be altered following a dating scan was explored in Chapter 7 
using the constructed attitude scale from Chapter 6. Examining attitude changes before 
and after the dating scan revealed that the scan as a powerful visual tool had limited 
affect on smokers’ attitudes towards smoking during pregnancy. However, the study 
illustrated that quitters and non-smokers attitudes became more moralistic towards 
smoking in pregnancy. Suggested reasons for this were that non-smokers and quitters 
were confirming their decisions to have never smoked or recently quit. The findings 
from the women in the dating scan in Chapter 7 demonstrated a difference between 
quitters, non-smokers and smokers’ attitudes towards judgmental beliefs of smoking and 
justification of smoking. It is suggested that these judgmental beliefs of pregnant women 
in Chapter 7 are also reflected in society and that this belief related to pregnant smokers’ 
consequently feeling the need to justify their smoking behaviour; as demonstrated in the 
women at the dating scan.
The findings of perceptions o f quitting was seen in the pregnant smokers from the focus
groups in Chapter 3 and the pregnant women participating in the scale construction in
Chapters 6, as an easy health behaviour change. The attitude of perceptions o f quitting
constructed in Chapter 6 represented negative emotions such as agitation, not being able
to satisfy cravings and the lack of belief in ability to quit. However, the findings
demonstrated that these perceptions did not transpire for the women in the dating scan in
Chapter 7. Instead, the affect of the scan on pregnant smokers allowed the women in the
dating scan to believe quitting was easier than first assumed. This confirms the previous
findings of the women in the focus groups in Chapter 3 of this thesis, where the women
held a false belief of ease to quit smoking. Nonetheless, when faced with the actual
decision to initiate a quit attempt, this proved too challenging. However, for the women
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in the dating scan in Chapter 7 consideration is needed to be given for the time to 
cognitively process the affect of the scan, which may result in a friture change of 
smoking behaviour. A change nonetheless, was seen in readiness to quit with a positive 
change on the Stage of Change cycle following the scan for six out of 14 (43%) smokers 
who shifted position from contemplation to preparation stage. Whether this stage change 
had initiated a quit would have been measured in a further study that was planned to be a 
follow-up study as a change in quitting intention may not be immediately implemented. 
Unfortunately, due to poor response rates this follow-up study was not possible in this 
thesis but it is suggested that this be undertaken in future research.
The findings of Chapter 7 highlighted how these elements of attitude shown in the 
dating scan demonstrated the difficulties of smokers and health professionals’ ability to 
engage effectively, as likeminded smokers can personally sympathise with these 
challenges of quitting and health professionals empathise only.
The findings of successfiil quitters interviewed in Chapter 4 indicated that having 
recognised and taken control over their smoking behaviour the women began to feel 
superior over other smokers. This element of control over smoking was also seen in the 
research included in the systematic review in Chapter 2. Additionally, the interviewed 
women in Chapter 4 expressed an attitude of mental separation from other smokers to 
maintain their abstinence. These two attitudes seen in the interviewed quitters in Chapter 
4 could relate to the quitters attitude of judgmental beliefs in the women from the dating 
scan in Chapter 7, explaining why the quitters and non-smokers were more moralistic 
towards smoking compared to pregnant smokers. Unsurprisingly, the interviewed 
women in Chapter 4 who were unsuccessful at quitting were very justifying of their 
smoking, comparing smoking to other teratogens such as dirty London air. Likewise this 
attitude of justification was also seen in the women in the dating scan in Chapter 7, 
which was a substantiation that pregnant smokers were aware of the effects of smoking 
and subsequently felt the necessity to justify smoking through some means.
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Whilst TM’s are thought to motivate behaviour changes, this process is only possible if 
pregnant smokers are ready to accept information, advice and support at the same time 
as health professionals provide this (McBride et al. 2003). This can be problematic as 
health professionals and pregnant women’s perceptions can be different. This was 
illustrated by the findings from Chapter 3 where not all women were motivated or 
inclined to make health behaviour changes. Furthermore, the interviewed women in 
Chapter 4 represented the meaning and role of smoking as a strategy to cope with stress 
and daily hassles. The use of this mechanism was also found in the women from the 
focus groups in Chapter 3 and the construct of the attitude the meaning o f smoking for 
the women in Chapter 6. These findings illustrate that trying to modify smoking 
behaviour when women are not ready to accept changes was difficult. Additionally, this 
was illustrated in Chapter 7 where pregnant smokers did not perceive the event of the 
dating scan as an opportunity of experiential change as suggested by Ruggiero et al. 
(2000). Nevertheless, it is the role of health professionals to continue investing in 
interventions and progressive cessation programmes as it was concluded in Chapter 2 of 
this thesis that many interventions were inaccessible to pregnant smokers as 
psychological and social barriers often prevented pregnant smokers from attempting 
cessation.
Women, living in social environments where the majority smoke and smoking was 
socially acceptable, were shown to find cessation particularly challenging and pregnancy 
was not considered a sufficient cueing event for cessation (McBride et al. 2003), which 
was reflected in the findings of this thesis. Floyd et al. (1993) stated that interventions 
with women fi*om communities where smoking was prevalent needed regular contact 
with health professionals for cessation support as programmes with minimal contact 
were seen to be less successful (Floyd et al, 1993).
One of the conclusions from the research in the systematic review in Chapter 2
demonstrated that health professionals were viewed negatively by pregnant women
(Hotham et al. 2002) with pregnant smokers also reporting that health professionals were
judgmental about their continued smoking which can result in covert smoking (Bull et
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al. 2007). As smoking is usually associated with women of: low income, single 
parenthood, low education, teenage parenthood, social disadvantage and high parity by 
denying their smoking status rather than receiving support places pregnant smokers in a 
more disadvantaged position (Bull et al. 2007). Health professionals need to engage 
sensitively and in a coordinated approach with pregnant women’s individual situations 
instead of attempting to influence with limited knowledge of their psychological needs 
or social environment (Ebert et al. 2007; Tod 2003). Quitting smoking is one factor that 
can significantly reduce infant mortality and morbidity thus, the importance of cessation 
can not be overstated. Therefore, all health professionals involved in all maternity care 
settings need to take the responsibility and role of delivering information on the risks of 
smoking. This should include GP’s, consultants, midwives, health visitors, ante-natal 
clinics. Children’s Centres and other council run organisations such as drop-in clinics. 
However, if women felt their health-care providers were judgmental of their smoking, 
anonymity could be maintained by using online, telephone or text message based 
interventions (Chambers, 2009; Cummins, Tedeschi, Anderson, Quinlan-Downs, Harris 
and Zhu, 2010). Nevertheless, motivation to engage regularly with these interventions 
may be difficult for women to generate and maintain individually. However, the 
majority of women are transparent about their smoking status which in the UK is 
recorded on their pregnancy notes. Another alternative would be to combine both 
approaches, with the midwife advocating these new programmes and discussing 
cessation progress at follow-up ante-natal appointments. Evidence for telephone 
counselling and online support has been shown to increase the four-week success rate to 
fi-om 22% to 51% and internet support from 28% to 66% compared to 36% success rate 
using combined NRT with no support (Chambers 2009).
Research shows that health professionals’ ante-natal care is very fragmented. Currently 
each health professional deals with their own medical domain, whereas tailoring all ante­
natal opportunities to address the subject of smoking would be more productive 
(Lumley, Oliver, Chamberlain and Oakley, 2006). However, there is an 
acknowledgement that health professionals have an array of health issues that need
addressing. That said all health professionals, including obstetricians and
187
gynaecologists, are well positioned to utilize approaches such as the 5As (ask, advise, 
assess, assist and arrange) (Jordon, Dake and Price, 2006). Research has shown that 
midwives also raised the organisational time constraints in delivering cessation advice 
(Bull 2007). McLeod et al. (2003) reported that midwives found it difficult to discuss 
smoking cessation with women and were aware that discussion may have increased the 
guilt women experienced by smoking (McLeod et al. 2003). These concerns could be 
addressed and allayed if reliable referral pathways were in place and training for 
midwives was available and delivered to increase midwives’ confidence. Provision of 
cessation services are often lacking by health professionals involved in the ante-natal 
care (Bonollo, Zapka, Stoddard, Yunsheng, Pbert and Ockene, 2002) however despite 
time limitations, obstetricians have reported the value of including smoking cessation in 
their consultation (Jordon et al. 2006). The simple approach of the 5As: ask, advise, 
assess, assist and arrange are often overlooked by health professionals. Therefore, it is 
necessary in all ante-natal care settings to establish smoking status to further increase 
quit rates, assess readiness to quit and crucially offering and arranging support for 
pregnant women (Jordon et al. 2006; Lumley et al. 2006).
It has been demonstrated that women tend to be less successful in smoking cessation
when multiple health changes are made (Hall et al. 1992). During pregnancy it is
challenging for women to meet the many demands of health behaviour modifications
suggested by health professionals which could offer some explanation for high relapse
rates in both the ante-natal and post-natal phases. If too many health demands are placed
on pregnant women such as changes to: diet, exercise, substance misuse, alcohol and
smoking it inevitably becomes more challenging to abstain from nicotine. This suggests
the need for a more comprehensive approach for health professionals involved at all
levels in ante-natal care to ensure there are not unrealistic expectations placed on
pregnant women. Prioritizing of health behaviour modifications according to risk could
be one approach health professionals should consider adopting. Haslam et al. (1997)
suggested there was a possible limit to the amount of pregnant women who could be
motivated to quit smoking defined as irreducible minimum. Despite this, interventions
need to be more sophisticated to be effective perhaps signifying an end to working with
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pregnant women in isolation and subsequently including partners and family as an 
essential part of the ante-natal care not an additional extra if time permits.
Subsequently, if cessation in pregnancy is achieved, relapse rates demonstrated in 
studies by Ebert et al. (2007) and Lawrence et al. (2005) stated that approximately 50% 
of 20-30% of women who managed abstinence during pregnancy had relapsed within six 
months following the birth and 70% within the 12 months following birth (Ebert et al. 
2007; Lawrence et al. 2005; The Strategy Ministerial Council on Drug Strategy 2004). 
Therefore, this could be an indication that cessation programmes are not being as 
effective as possible (Ebert et al. 2007) which is an interesting observation as the 
implications of this are that quitting is continually being perceived from the health 
professionals’ perspective. It is therefore overlooked that this equates to 50% of the 20- 
30% managing abstinence throughout the pregnancy and a small amount of these 
women maintaining long-term abstinence. Therefore, more support needs to be available 
to help maintain these quit rates. Often smoking is seen by pregnant women as a 
temporary health behaviour change and regardless of short or long-term abstinence, 
from the women’s perspective is usually perceived as a successful achievement. It is this 
difference of perception between the health professional and quitters that research needs 
to address to advance cessation programmes and increase long-term quit rates. It is 
suggested that the prescriptive approach commonly used does not empathise sufficiently 
or fully engage with pregnant smokers; regarding decision to attempt cessation or 
maintain post-partum abstinence. If programmes are to be more effective this 
prescriptive approach for health professionals needs re-considering.
8.1.1 Integration of findings
Previous qualitative and quantitative research as reviewed in Chapter 1, have shown that 
barriers to quitting exist and attitudes towards smoking influence cessation. This has 
been supported throughout the findings of this thesis. Whilst there has been a substantial 
amount of quantitative research undertaken in the area of smoking in pregnancy, this
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thesis commenced by reviewing previous qualitative studies and undertaking qualitative 
research.
The conducted qualitative studies within this thesis in Chapter 3 and 4 would endorse
Haslam et al.’s (2000) and Drayton-Martin et al.’s (1999) arguments as this
demonstrated that pregnant smokers often do not have the ability to make changes to
health behaviours and research has illustrated that multimodel programmes are slightly
more effective than standard cessation programmes (Hegaard, Kjaergaard, Moller,
Wachmann and Ottesen, 2003). However, investing in these comprehensive approaches
are suggested in research but this indicates the levels of commitment and organisation
required from health professionals to assist pregnant women (Ginzel et al. 2007;
Hegaard et al. 2003). It has been further demonstrated that when several stresses were
present in pregnant women’s lives, making changes to health behaviours to increase
prevention of ill-health was often given low priority (Drayton-Martin et al. 1999). These
findings in research are reflective of the women in the focus groups in Chapter 3 who
prioritized abstinence from marijuana and alcohol instead of nicotine. Therefore, women
who live in communities where smoking is utilized to cope with stress, would benefit
from stress management skills in cessation interventions if programmes are to be as
effective as possible (Drayton-Martin et al. 1999). A pre-quit intervention to teach these
women skills to cope such as anger and stress management, relationship conflict
resolution, empowerment, raised self-belief and esteem would equip these women with
the necessary resources to quit (Drayton-Martin et al. 1999; Haslam et al. 2000). It is
recognised this would delay the commencement of a quit and would also involve
financial implications; however it would teach the skills necessary for a successful quit
and therefore be more effective long-term. Criticisms of such a programme may
highlight that this group of women need to quit as urgently as possible and therefore
using this approach is not effective. However, available interventions have not been as
effective as expected with national targets currently not being met (Poliak et al. 2006).
This could be due to interventions not being flexible enough or women who need the
most support not accessing these programmes. Evidence from the findings of the women
interviewed in Chapter 4 demonstrated that attempting and experiencing unsuccessful
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quits actually resulted in women feeling psychologically worse. Additionally, as the 
women from the focus groups in Chapter 3 illustrated, primiparous women gave more 
commitment to quitting in the first pregnancy and the NHS in the UK currently makes 
no provision for a support programme lasting longer than six weeks, therefore offering a 
pre-quit programme especially for primiparous women should be further explored. A 
further advantage of a pre-quit programme would mean women and partners are 
equipped, if unsuccessful, for future quit attempts in following pregnancies. Lawrence et 
al. (2005) stated that research on the usability and transferability of skills learned during 
pregnancy for future use has not been conducted (Lawrence et al. 2005). Thus this 
approach would warrant future research.
Finally, controversy continues around the use of NRT in cessation during pregnancy,
due to the nicotine passing across the placenta and acting as a neuroteratogen (Dempsey
et al. 2002; Ginzel et al. 2007). There is evidence that nicotine affects foetal
development particularly the brain, during the most critical stage and there has been
concern expressed by the Department of Health and Human Services in the USA about
the use of NRT in pregnancy (Ershoff et al. 2004; Ginzel et al. 2007). Health
professionals’ knowledge around awareness of smoking related risks in pregnancy and
NRT has been cited as low (Bonollo et al. 2002) therefore training and knowledge needs
to increase to improve cessation programmes for pregnant women. Health professionals
were also shown to have low awareness of the effectiveness of NRT during pregnancy
(Bonollo et al. 2002), which may be a result of clinical guidelines stating caution in
prescribing of NRT. Conversely, for some health professionals NRT has been identified
as an easy option for both counsellor and client and is accessible as an over the counter
product (Ginzel et al. 2007). However, Lu et al. (2001) have highlighted the need for
identifying psychological factors such as attitudes, coping skills, cognitive orientation
and personality through research (Lu et al. 2001) and therefore more time needs
investing into researching psychological factors involved rather than the prescribing of
NRT without the necessary psychological support. When addressing addiction the
emphasis in interventions needs to be on the meaning using that substance provides
rather than which substance individuals are addicted to (Larkin, Wood and Griffiths,
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2006). Therefore, in terms of smoking cessation, understanding the role of smoking for 
these women is more important than emphasising their nicotine use (Larkin 2006). Ebert 
et al. (2007) highlighted that specific strategies on how to quit smoking during 
pregnancy are lacking. Therefore, when women are encouraged to attempt cessation, 
health professionals need to have resources instantly accessible such as referral 
pathways or programmes that will address the immediate challenges pregnant women 
experience (Ebert et al. 2007).
8.1.2 Limitations
Although this thesis has generated a number of new findings about smoking in 
pregnancy, there were also some limitations to the work. For example, the recruitment of 
pregnant smokers participating in the dating scan in Chapter 7 could have been higher. 
However, recruitment was extremely difficult throughout the thesis and working 
pragmatically was essential if the researcher was to gain the trust of the pregnant 
smokers participating. This trust was especially important as the data collected needed to 
be true and not biased by social desirability. The thesis benefited from recruiting 
women, for all four studies, living predominantly in areas of social disadvantage; as the 
challenges to engage these women in the research process often result in these hardcore 
smokers being omitted from research. Moreover, the difficulty in gaining their trust to 
allow a personal understanding of their world through the interviews strengthened this 
thesis. Therefore, the findings of this thesis are felt to be true representations of the 
challenges and difficulties pregnant smokers face in environments that are complex and 
chaotic.
This thesis has not considered all areas of research during pregnancy that has an 
influence on quitting, particularly interventions. Unfortunately, not every element of 
cessation in pregnancy could be researched; however, the thesis is strengthened by 
maintaining a focus on its direction and building on the findings of each chapter to 
increase understanding of the complexities of smoking and quitting in pregnancy. One 
area where research has been conducted is the effects of exercise on quitting (Daniel,
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Cropley, Ussher and West, 2004). However, exercise has its restrictions for pregnant 
women especially if women prior to pregnancy did not exercise. Alternatively, exercise 
may be preferable for some smokers as some pregnant women are still cautious about 
using NRT whilst quitting. Moreover, interventions requiring pregnant women to engage 
in additional activities, challenges recruitment further. Nevertheless, the benefits of 
exercising may be a productive line of research.
8.1.3 Future research
Several areas have been emphasised for future research throughout this discussion, 
however, the main area suggested is: to replicate the dating scan study and conduct a 
follow-up study on pregnant smokers to examine, if given time to process the affect of 
the scan, this would result in an implemented quit attempt.
Various factors cited in research that reflect in the findings of this thesis would benefit 
further exploration. As reported in Chapter 7, Jomeen et al. (2005) conducted a study 
that measured HLOC and found that within the pregnant population there was an 
unexpected subscale of doctors within the scale of powerful others (Jomeen et al. 2005). 
Therefore, measuring HLOC in pregnancy to ascertain if a high doctors score indicates 
pregnant smokers are more open and likely to accept medical advice such as quitting 
smoking would be advantageous. Understanding why the scan affected some smokers’ 
stage of change could suggest a combination of factors that were not all identified in this 
thesis. It is tentatively suggested that the smokers in the dating scan that moved 
positively along the stage of change were possibly extemalizers within the doctors scale 
identified in Jomeen et al. (2005) study. Future research measuring HLOC at the dating 
scan could increase understanding of these complex influential factors.
The common theme in the systematic review from Chapter 2 illustrated that the health 
risks to self and the foetus were the most influential factors in successful quitting for 
pregnant smokers. Moreover, this emphasis has been reflected to indicate that the effects 
of smoking on personal health rather than the foetal health increased determination to
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maintain abstinence (Lendahls, Ohman, Liljestrand and Hakansson, 2002). Therefore, 
future examination on whether emphasising the personal health of the pregnant smoker, 
as also shown in Haslam et al.’s (2001) study, to increase cessation rates is 
recommended.
Understanding which characteristics spontaneous quitters possess in attitude and coping 
style that are different from women that quit further into the pregnancy or continually 
smoke during the pregnancy would be beneficial in advancing cessation programmes. 
Some determinants have been identified from the women in the focus groups in Chapter 
3 and the interviewed women in Chapter 4 such as: stress, time out, coping, me time and 
relaxation. Therefore, before pregnant women commence quitting, the devising of 
programmes for health professionals to teach coping strategies would enable the 
tailoring of interventions that reduce or manage these determinants (Haslam et al. 1997).
Finally, future research needs to identify ways in which cessation programmes can be 
improved to offer more effective help and support to pregnant women than currently 
offered. Future research could also focus on exploring whether women are more inclined 
to engage with online, telephone and text message programmes that do not have the 
usual barriers associated with appointments, transport, childcare and social stigma of 
attending a cessation clinic.
8.1.4 Conclusions
This thesis has shown that women are prepared to make smoking behaviour changes, 
such as cutting down the number of cigarettes smoked and smoking lighter brands but 
do not always include complete abstinence from nicotine. Barriers to cessation do exist, 
however with the right strategies in place quitting is achievable. The recurring issue of 
control over smoking behaviour and social environment was seen in Chapters 2, 3 and 4 
and could offer explanations to why pregnant women with low control find quitting so 
challenging. Two new findings associated with attitude from this thesis to emerge were 
the attitude of mental separation from other smokers and feeling superior over other
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smokers at managing to quit. Factors that demonstrated how pregnant smokers, quitters 
and non-smokers constructed attitude towards smoking during pregnancy were: 
judgmental beliefs and justification of smoking, perceptions of quitting, the meaning of 
smoking and the effects of smoking. Finally, exploring attitudes towards smoking during 
pregnancy was conducted with changes observed in some pregnant smokers. After the 
scan smokers perceived quitting as easier than before the scan, which was unexpected 
and indicated that smokers did not feel overwhelmed at the prospect of quitting. 
Nonetheless, whether this changed smoking behaviour was not established. In addition, 
findings demonstrated that non-smokers and quitters were more moralistic towards 
smoking during pregnancy than smokers and smokers were found to be more justifying 
of smoking behaviour. A small effect following the scan illustrated that justification of 
smoking had reduced and with more power this may result in a significant change. 
Furthermore, six out of 14 women (43%) moved on the stage of change from 
contemplation to preparation, indicating that the smokers’ readiness to quit was affected 
by the scan, although again power was not sufficient to show if this was significant. It is 
recommended that a replication of the dating scan study is conducted, with greater 
power to observe a significant change in both readiness to quit, and in post-scan attitude, 
and a follow-up study undertaken to see if smokers’ reduced perception to quitting 
translates into a quit attempt.
To conclude, the pressure to quit smoking during pregnancy experienced from both 
society and sometimes health professionals can be immense and feelings of guilt at 
continued smoking can be subsequently increased. Expecting women to quit without 
offering support or teaching pregnant women new coping strategies is unproductive, and 
will continue resulting in failure to quit, leaving women feeling psychologically worse 
than before attempting cessation.
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10 Appendixes
10.1 Appendix 3A Focus group participation information pack
This research is about trying to understand pregnant women’s experiences, opinions and 
attitudes on several different areas around smoking in pregnancy, quitting in pregnancy 
and starting to smoke again after having a baby.
This focus group is to explore how you feel about smoking and quitting. I would like to 
understand what your experiences, opinions and attitudes are on the following areas.
Tell me what you think about:
Smoking in pregnancy and quitting during pregnancy.
Starting to smoke again after you have had your baby.
What things stop women ftom quitting or trying to quit smoking?
What things help women quit or try to quit smoking?
Tell me about services that can support you to try to quit smoking 
How can these services be improved?
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Unis
University of Surrey
Guildford
Consent form
Date: 17* January 07
V enue : N etherfieldAV olverton
I am happy to participate in this voluntary study. I understand that I can withdraw from 
this study before or during the focus group and therefore any data contributing to the 
group work will be crossed out and not used.
The data from this focus group will be used to make interview questions for a further 
study. After this time the focus group data will be destroyed. However, all data 
collected from this workshop will remain confidential.
I will make time at the end of the focus group for any questions you have and give you 
my mobile number in ease we have talked about anything that has worried you.
I am happy to give consent to participate.
Signed:
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10.2 Appendix 3B
groups
Table of super and sub-ordinate themes: focus
Focus groups Wolverton Netherfield
1. Ability versus desire to quit
Exercising the choice to quit or smoke 2.45
1.3 1.1
2.52 2.58
1.41 2.61
1.13 2.47
1.2 3.93
2.55 1.5
2.64 2.88
1.6
1.38
1.5
1.9
2.58
2.60
Cues to smoking 1.16
2.55
Role of smoking 1.8
1.3
1.29
1.24
1.23
1.2
1.11
2. Misinformation about quitting
Lack of knowledge 1.42 1.12
2.48 1.35
1.9 1.27
Support and knowledge given by the midwife 1.12 1.20
207
1.6 1.26
1.18
1.21
3. Coping with quitting
Emotions experienced 2.54
2.51
1.14
1.40
2.47
Existing support structure for making health behaviour changes 2.52
1.8
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10.3 Appendix 4A Interviewees participation information pack
INTERVIEW QUESTIONS- If post-natal women were asked to think back to their 
pregnancy before being given the following questions:
Tell me about your quit attempt.
What helped you stay determined to quit?
What did you do when you wanted to smoke?
How did you distract yourself when you were feeling like having a cigarette?
Did you desperately crave cigarettes?
Were there times when you wanted to give up quitting?
Yes = what did you do to carry on quitting?
No = how did you stay so foeused/eommitted to quitting?
Did other people help you quit?
Yes = who and how?
No = explore more
Did other people make it difficult for you to quit?
Yes = who and how?
No = explain
Were you offered NRT?
Yes = did you take your NRT as advised?
No = explain some more
209
How confident were you that you would quit?
For how many days, weeks or months did you manage to give up? 
If you relapsed what made you go back to smoking?
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Dear
How do pregnant women quit smoking? A qualitative study identifying the 
psyehological factors
I am currently supervising a study by my PhD researcher at the University of Surrey. 
The study is aiming to understand women’s experiences of quitting smoking during 
pregnancy. You have been selected because you have attended an appointment with the 
Milton Keynes Stop Smoking Service about quitting smoking during your pregnancy.
Please take some time to read the included Participant Information Sheet (PIS) as it tells 
you all about the study. My researcher will ring you in a few days and discuss with you 
whether you would like to take part.
Thank you for your time 
Supervisor:
Dr Mark Cropley
BSc (Hons), PhD, CPsyehol
Senior Lecturer
MSc Course Director in Health Psychology
University of Surrey
Guildford
Surrey
GU2 7XH
PhD Researcher:
Georgina Ingall 
BSe (Hons), MSe 
07768 467444
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A study examining what helps or hinders women to stop smoking when they are 
pregnant.
1. Aim of the study
This study is aimed at understanding a woman experience of trying to quit smoking 
during pregnant. It seeks to explore what helps and prevents women from quitting 
smoking.
2. Why have I been selected?
You have been selected because during your pregnancy you have attended an 
appointment with the Milton Keynes Stop Smoking Service about quitting smoking.
3. What if I still smoke?
1 am interested in exploring your experiences good, bad, easy and difficult. It does not 
matter if you did quit but have started smoking again, or you tried to quit and were not 
successful.
4. How will this topic be explored?
This will be explored through an interview lasting up to sixty minutes. The interview 
will be held privately with just you and I and will be tape recorded.
5. Where will the interview be held?
The interview can be held at either your home address or at your GP surgery, which ever 
is easiest for you. We can decide on the venue and time between 9.30am -  3.30 pm to 
suit you.
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6. What will happen to my tape recording?
The conversation will be typed into the computer; your personal details will remain 
anonymous. The typed conversation is the data, which will be analysed.
7. What if I change mv mind before, during or after the interview?
You have the right to change your mind at anytime. If the interview has already taken 
place and you decide you no longer want to take part, your tape recording of the 
interview will be destroyed. Any data recorded will also be destroyed.
8. What if something goes wrong?
If you are harmed by taking part in this research project, there are no special 
compensation arrangements. If you are harmed due to someone’s negligence, then you 
may have ground for a legal action but you may have to pay for it. Regardless of this, if 
you wish to complain, or have any eoneems about any aspect of the way you have been 
approached or treated during the course of this study, the normal National Health 
Service complaints mechanisms should be available to you.
9. Will there be anv travel expenses paid?
Unfortunately there will be no travel expenses available to you so if coming out to the 
GP surgery is difficult I can come to your home address.
10. How do I agree or disagree to taking part?
In a few days I will ring you and we can discuss if you are interested in taking part in my 
study. If you want to take part we will arrange a venue and time for the interview.
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11. What will happen at the end of the study?
At the end of the whole study I will be happy to share with you what I have found. I 
expect the study to be completed by November 07 and if you are interested in my 
findings I will arrange a telephone appointment with you nearer the time to talk about 
this.
Thank you for your time
PhD Researcher: Georgina Ingall
BSe (Hons), MSe
07768 467444
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Centre Number:
Study Number:
Patient Identification Number for this trial: 
CONSENT FORM
Title of Project: How do pregnant women quit smoking? A qualitative study identifying the 
psychological factors.
Name of Researcher: Georgina Ingall
Please tick box
1 .1 confirm that I have read and understand the information sheet dated 31st May 07 (version 1) for the 
above study. I have had the opportunity to consider the information, ask questions and have had these 
answered satisfactorily.
□
2 .1 understand that my participation is voluntary and that I am free to withdraw at any time 
without giving any reason, without my medical care or legal rights being affected.
3 .1 give permission for data collected during the study to be looked at by supervisors 
at University of Surrey.
□
□
4 .1 agree that anonymous quotes from my interview can be published
5 .1 give permission for my interview to be tape recorded
6 .1 agree to take part in the above study.
□
□
□
Name of Participant Date Signature taking consent
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National Research Ethics Service
Milton K eynes Local R esearch  E thics C om m ittee
Room 78 , PGEC 
Milton Keynes Hospital Site 
Standing Way 
Eagiestone 
Milton Keynes 
MK6 5LD
01908 243750 (tele/fax)
02 July 2007
Miss Georgina Davies
PhD (Health Psycholgy) Student
Milton Keynes POT
Shipley Court, Marsh End Rd
Newport Pagnell
Milton Keynes
MK16 8EA
Dear Miss Davies
Full title of study: Why do pregnant women quit smoking: a qualitative
study identifying the psychological factors.
REG reference number: 07/Q1603/21
Thank you for your letter of 25 June 2007, responding to the Committee’s request for further 
information on the above research and submitting revised documentation.
The further information has been considered on behalf of the Committee by the Chair.
Confirmation of ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
documentation as revised.
Ethical review of research sites
The Committee has designated this study as exempt from site-specific assessm ent (SSA.
There is no requirement for Local Research Ethics Committees to be informed or for site- 
specific assessm ent to be carried out at each site.
Conditions of approval
The favourable opinion is given provided that you comply with the conditions set out in the 
attached document. You are advised to study the conditions carefully.
This Research Ethics Committee is an advisory com m ittee to  South Central Strategic Health Authority 
The N ational Research Ethics Service (NRES) represen ts th e  NRES D irectorate w ith in  
th e  N ational P a tien t S a fe ty  A g en cy  an d  Research E th ia  C om m ittees in England
10.4 Appendix 4B
interviews
Table of super and sub ordinate themes:
Table illustrating emotions experienced
Interview = B D G H K
1. Controlling the 
quitting process
Willpower 12.385
4.121
8.262
5.199
6.211
8.283
6.220
5.193
1.23 2.59
6.197
6.199
2.65
Motivating factors 8.267
10.328
11.362
3.91 3.123
5.207
5.178
3.109
1.14
1.26
2.46
2.55
8.311
4.145
4.137
8.280
2.52
2.61
4.128
4.165
1.3
1.36
2.38
6.207
3.79
3.81
1.22
2.49
2.44
4.120
1.34
9.332
Mood 2.51
7.226
7.229
5.154
7.242
11.373
11.378 
4.121
9.295
11.355
11.378
3.126
4.148
9.354
5.196
4.134
10.416
6.253
11.464
12.488
4.146
4.166
2.46
3.88
4.164
5.193
4.160
6.247
2.70
5.195
1.36
6.232
6.238
4.129
4.132
4.135
1.16 1.18
1.22
3.87
3.95
3.107
7.250
1.37 1.18 5.188
6.223 1.25 5.184
5.185 5.161 5.191
6.220 5.170 8.302
8.313 3.86 5.183
9.330 6.201
5.193 1.24
2.70
3.73
3.76
4.125
4.128
5.161
6.175
6.201
6.196
4.122
4.129
2.45
5.184
6.212
1.5
1.25
3.82
8.290
3.94 
6.199
3.94
3.115
1.31
7.255
2.77
5.161
4.120
1.36
5.165
7.234
9.315
10.353
9.328
2. Coping with 
quitting
The role and meaning of 
smoking
2.51
3.95
4.123
10.426
10.428
11.433
1.37 1.16
7.255
7.212 7.261 6.198?
6.208?
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Interview = A B c D E F G H J K
External support 12.391
5.155
5.165
4.157
4.161
1.5
1.28
5.160
Coping strategies used 1.27
2.63
3.90
9.309
12.382
1.24
10.411
5.186
1.39
1.5
1.34
1.8
5.203
6.225
1.9
3.87
3.106
3.113
5.169
7.272
6238
7.242
7.250
2.46
3.113
4.116
4.131
4.132 
4.135
7.255
5.207
8.311
8.328
9.334
5.155 3.79
2.64
4.122
5.187
6.218
4.142
4.150
12.429*
5.184
10.348
9.319
4.135
4.150
3. The assimilation 
of information about 
smoking risks in 
pregnancy
Knowledge about smoking 
in pregnancy
1.4
6.206
6.206
13.541 9.322 1.5 1.30 5.195
Effects o f  smoking 1.4 2.63-
2.67
13.543
4.132-
4.140
4.147
8.313
8.280
5.181
5.186
5.190-
194
1.28 4.116 3.99
3.82
8282
2.51 11.403
Responsiveness to 
acquired knowledge
1.4 13.541 4.136 1.16 5.178 1.28 5.179 2.51
5.196
11.389
Feelings o f  responsibility 8.267 4.134 8.312
9.326
1.9
1.14
1.5
5.176
6.197
2.51
9.326
13.463
11.389
1.34
4. Attitude towards 
smoking
Mental separation from 
smokers
6.201 2.66
3.90
2.54 4.125 6.211
Feeling superior at 
quitting
4.123
4.126
6.178
2.67 2.57
2.54
4.128
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Interview = A B c D E F G H J K
Justify ing  con tinued  
sm oking
2.56-
2.62
10.419-
10.422
4.160
5.204
12.482
3.88-
3.106
4.167
3.104
5.179
3.71
7.215
5.150
8.298
10.353
12.455
4.144
P urpose  to  qu it 1.21
8.271
8.300
8.302
1.5
5.168
5.154
1.6 1.36
5. The influence of 
the social 
environment on 
smoking
Perception o f others 7.237
4132
5.195
5.201
4.164
8.329
5.198
6.223
8.290 4.130
6.215
6228
6.234
2.44
The effects o f socialising 7.225 3.86 5.160
9.330
6.238
4.157
5.169
5.161
4.133
6.209
4.144
4.132
4.138
4.128
4.125
4.149
7.245
3.104
7.232
5.152
8294*
8287
7.249
6.215
Partner, friends and 
family’s influence on 
quitting
10.336
10.328
11.345
7.269
6.239
11.468
7.262
6.253
2.73
5.171
5.175
4.164
1.4
6.206
2.65
2.46
5.159
2.50
6.231
2.49
2.64
4.144
4.117
2.69
1.31
7.232
1.16
3.100
6.235
1.38
8287
* Divergent theme
Negative emotions = BOLD 
Positive emotions = plain text
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A B C D E F G H J K
2.51- 3.126-sense 4.146-wrong 5.195- 1.16-attitude 1.18- 4.125- 4.122- out 3.115- 1.36-out of
jealousy of loss timing concerned
setting
to health 
prof
struggle 
and guilt
unsupported of control previously
no
control
7.226- 4.148- 4.166- herself up to 5.161 & 6.175 4.129- support 5.165-set
jealousy struggle with loneliness fail 1.18- 1.22- & 6.201- unsettled from herself up
self confidence sadness at disapointed health to fail
7.229- 2.46-stress 1.36-conflict continued couldn’t quit 2.45- prof,
jealousy 9.354- between 1.25- smoking asbamed which 7.234-
desperation 3.88-self blame ‘want’ and determination 2.70-no of influenced vulnerable
5.154-fear at lapsing ‘need’ 3.87 & encouragement smoking attitude with
of failure 5.196- 5.161-kept 3.95- others
ashamed of 4.164-battling 6.232- strong unrealistic 3.73- 5.184- 1.31 &
7.242- smoking alone mentally control unimportance worried 7.255-still 9.315-
frustration behaviour battling 5.170- over about mentally failure
5.193-lack of achievement smoking 3.76-alone effects of battling and lying
11.373-not 4.134- encouragement 6.238- smoking
allowed to conflict/battle vuinerability 3.86-proud 3.107- 4.128-battle 2.77- 10.353-
fail with self 4.160-lack of guilt too big 6.212- believed in denial
appreciation 4.129-no 6.201- battling herself about
11.378-not 10.416-relief for quitting confidence purpose 7.250- 4.125-not being mentally risks
allowed to when preg mental understood 5.161-
fail ends as battle 4.132- 1.24-focus battle 1.5- determind 9.328-
to quit over 6.247-increased unsure of 6.196-thought obbgation denial
4.121-not self-esteem self ability 5.183- quitting would to quit 4.120- that
allowed to 6.253-feeiing increase in raise self- support pregnant
fail alone 2.70-
achievement
4.135-long- 
term battle
confidence 
helped re-
esteem 1.25-being
realistic
fi'om
health prof
9.295-effort 11.464- motivate about
& achievement 1.37-moving capability
achievement
12.488- de­
forward 5.188-
started 3.82-
11.355- valuing cigs 6.223-put believing giving
confidence ‘slips’ behind 
her
in herself purpose to 
quitting
11.378- 5.184-
confidence 5.185-
surprised
everyone
6.220-
determined
8.313-not 
wanting to 
harm baby
desire to 
quit
5.191-
gained
confidence
8.302- 
more value 
on own 
life
8.290-
think
about the 
baby
3.94-
giving quit 
importance
6.199-
taking
220
9.330-stayed
focused
5.193- 
recognition 
needed to 
quit
control
3.94-desire 
to quit
Negative emotions = BOLD 
Positive emotions = plain text
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10.5 Appendix 6A List of raw statements
I don’t have the courage/belief to quit
I need my partner to quit with me
I need to regularly be told I am doing well
I can’t quit if there are cigarettes in the house
I need to plan ahead what to do if I am tempted to smoke
I think having NRT will help me quit
If I get NRT it’s important to take it regularly
If I get NRT it’s important to take it correctly
I am aware of the health risks to my foetus
I don’t think smoking affects the health of my foetus
Babies bom to smoking mums’ are still healthy
Babies bom to smoking mums’ aren’t healthy
Babies bom to smoking mums’ are as healthy as other babies
Babies bom to smoking mums’ are as healthy as babies bom to non-smoking mums’
Being pregnant changes the way I think about my smoking
Cutting down my number of cigarettes is sufficient during my pregnancy
My health behaviours don’t affect my foetus
I would like to quit smoking if I was pregnant
My health is important to me
The health of my foetus is important to me
I would have to make lots of changes if I was going to quit 
I would have to avoid some of my smoking friends if I was going to quit 
I would be prepared to avoid other smokers when I was quitting 
I don’t see anything wrong with smoking when I am pregnant 
I can think of different ways to cope if I start quitting 
I use my cigarettes to calm me down
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If I am stressed smoking helps me 
I enjoy smoking
If I am stressed I will go back to smoking 
If I am stressed I will smoke
If I am stressed I will not be able to resist a puff
When I am feeling vulnerable I will stay away from smoking friends
Other people expect me to quit
I don’t believe smoking will harm my foetus
If my partner supported me, I would be able to quit
If I cut down it will reduce the health risks to my foetus
I know the health risks to my foetus and so I am quitting/1 have to quit
I believe I can stop smoking whenever I want to
Smoking during pregnancy is selfish
Other people judge women that smoke during pregnancy
I am concerned about what people think of me during my pregnancy
I like discussing how my quit is going with my family/friends
To quit smoking you need lots of support
I have enough support around me to try quitting
I am able to control when and how many cigarettes I smoke
I won’t worry about the health of my foetus, until it is bom
I don’t worry about the future
NRT is very helpful when you are quitting
I only use NRT when I am desperate for a cigarette
Having people reminding me to quit is helpful
I feel guilty that I am pregnant and smoking
I don’t know enough about the health risks to my foetus to think about quitting 
I am confident that I will quit smoking
Having health professionals support me through my quit is helpful
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I am prepared to battle to stay off cigarettes 
Mentally I am strong enough to quit 
Smoking during pregnancy is morally wrong 
I can imagine myself as a non-smoker 
What I do influences the health of my foetus 
I don’t like to see pregnant women smoking
I often tell myself that I don’t need a cigarette 
I don’t feel like I have a choice about quitting it is ‘expected’ of me 
I am reluctant to quit smoking 
Planning my quit will help me succeed
I have thought of ways to cope when I am craving for a cigarette 
I am going to think about quitting one day at a time
If I have a slip and smoke. I will put it behind me and carry on with my quit 
I can think of lots of things to distract me through my quit 
My partner is concerned about the health of our foetus 
My friends will try and tempt me to smoke
My family will try and tempt me to smoke
I am prepared to make quitting my most important change/thing
Looking at my scan picture will help me quit/remind me how important quitting is
I can take control of my smoking and quit
Feeling the foetus move, will help me stay off cigarettes/ quit
My friends all smoked when pregnant and they had health babies
My mum smoked when she was pregnant with me and I was healthy
Quitting smoking will be really difficult
I can’t see how smoking connects with my foetus health
I don’t want to be acting differently from my friends/family
I don’t like being the only one not smoking
I don’t fit in with my friends/family when I am not smoking
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NRT does not help reduce cravings
I can’t find enough willpower to quit
No-one understands how I feel about trying to quit
I will be disappointed if I don’t manage to quit
There’s no point quitting if everyone else smokes around me
I’ll be pleased with myself if I manage to cut down
My family/firiends do not understand why I won’t to quit
Quitting when pregnant seems the right thing to do
Quitting when pregnant makes the foetus stressed 
I don’t mind feeling isolated from my family/friends when I am quitting 
I feel a responsibility to my foetus to be as healthy as possible 
I can mentally delay smoking
I feel a real conflict between ‘knowing’ I should quit and ‘not wanting’ to
Feeling sick during my pregnant will help me quit
I could quit if my partner helped me more
I am going to tell people that I am quitting
I feel brave enough to ask people to not smoke near me
I know that no-one else can quit for me, this is something I have to do
I need to stop thinking about cigarettes as a comfort 
When I started my quit, I felt like I was achieving something 
I am proud that I am quitting
I have surprised myself, that I am managing my quit well 
I have to stay focused and determined to stay quit 
I don’t want to harm my foetus 
If I continue to smoke my foetus will still be healthy 
I find being pregnant stressful
Trying to quit smoking during pregnancy is the wrong time 
If I quit I would be bored
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Smoking defines who I am, iff quit I would lose my self-identity
My partner needs to quit iff am going to quit
I am worried I will feel lonely, when I am quitting
I won’t get enough praise to quit
Thinking about quitting makes me feel stressed
I rely on my cigarettes and could not go with out them
I feel overwhelmed when I think about quitting
Trying to quit is too much for me
I don’t think about how smoking may affect my foetus
Quitting is not relevant to me
I am ashamed that I am pregnant and smoking
I only want to quit during my pregnancy
It is a relief to talk honestly to someone about my smoking
I know that smoking is unhealthy for my foetus, but the need to satisfy cravings comes 
first
I feel alone trying to quit
Other pregnant women have worse health behaviours than smoking 
Smoking gives me hope and I couldn’t give that up/quit 
Smoking is alright because it’s not as bad as other addictions 
I always thought being pregnant would mean I could quit easily 
I get agitated when I think about quitting
It’s no-one else’s business if I smoke through my pregnancy
I don’t like being told I ‘need’ to quit smoking
Smoking is not damaging as other smokers have had healthy babies
I don’t believe the evidence that smoking harmful to my foetus
I don’t need to quit as I smoke under 5 cigarettes a day
I am not strong enough to quit
Quitting means being different from my friends/family 
To quit would be a huge achievement
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I am determined to quit
Quitting is something I will not be considering
I can’t cope when I quit smoking
I feel grumpy when I can’t smoke
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10.6 Appendix 6B Pilot attitude scale
The aim of this study is to explore women’s attitudes towards pregnant women smoking.
Please complete the following questionnaire which has 4 sections, your answers are 
anonymous and confidential so be as honest as you can.
Please do not discuss your responses with other people, as it is your opinion that is 
important. There are no wrong or right answers for these questions.
You have up to 48 hrs to withdraw from this study, after that time your data will have 
been added to the data pool and I will be unable to identify your personal data.
Thank you for participating in this study, if you wish to discuss any part of this study my 
contact email is G.ingall@surrev.ae.uk
Please complete this section
1.1 Age: ......................
1.2 Do vou smoke: Yes □ No □
1.3 If you have quit smoking, how long has it been since you last smoked:
Days ................... Weeks ..................
Months.................... Years ....................
1.4 Marital status:
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Mamed □ / living with partner □ / divorced □ / separated □ / single □ /
widowed □ / living with family □
1.5 Highest educational achievement:
School education □ / higher education □ / diploma □ / degree □ / post-graduate 
□ / other □ (please state) ...................................................
1.6 Are vou pregnant: Yes □ Number of weeks / No □
1.7 Number of children you have:
Please complete this section
Strongly
Disagree
2.1 Babies bom to smoking mums’ are 
as healthy as other babies
2.2 I don’t like to see pregnant women 
smoking
2.3 Women that smoke when pregnant 
have healthy babies
2.4 Smoking during pregnancy is
morally wrong
2.5 Smoking is not damaging as other 
smokers have had healthy babies
2.6 Smoking during pregnancy is
selfish
□
□
□
□
Disagree
□
□
□
□
□
Neither
agree
or
disagree
□
□
Agree
□
□
□
□
□
Strongly
Agree
□  :
□
□
□
□
□
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Strongly
Disagree 
Disagree or
N either
agree
f 2.7 Quitting when pregnant makes 
j unborn babies stressed
□ □
Agree 
disagree 
□ □
Strongly
Agree
□
If you do not smoke please leave this section blank
Strongly
Disagree
Disagree
I 4.1 Thinking about quitting makes me 
I feel stressed
I 4.2 My mum smoked when she was 
! pregnant with me and I was a healthy 
baby
I 4.3 I am able to control my cigarette 
I smoking
Î 4.4 I don’t have the courage to quit
! 4.5 I smoke more when things get on 
! top of me
[ 4.6 My smoking behavior doesn’t 
} affect my unborn baby 
; 4.7 I feel grumpy when I can’t smoke 
; 4.8 I am expected to quit smoking 
; because I am pregnant
4.9 I can’t find enough willpower to 
: quit
4.10 I use my cigarettes to calm me 
; down
Neither
agree
or
disagree
Agree
Strongly
Agree
□ □ □ □ □
□ □ □ □ □
□ □ □ □ □
□ □ □ □ □
□ □ □ □ □
□ □ □ □ □
□ □ □ □ □
□ □ □ □ □
□ □ □ □ □
a □ a □ a
230
Neither
Strongly
Disagree
Disagree
agree
or
disagree
Agree
Strongly
Agree
4.11 Cutting down my number of
cigarettes is sufficient during my □ □ □ □ □
pregnancy
4.12 My health is not important to me □ □ □ □ □
4.13 If I am stressed I notice how 
many cigarettes people are smoking
□ □ □ □ □
4.14 I am not strong enough to quit □ □ □ □ □
If you do not smoke please leave this section blank
Neither
Strongly
Disagree
Disagree
agree
or
Agree
Strongly
Agree
5.1 The need to satisfy cravings 
comes before everything else
5.2 I get agitated when I think about 
quitting
5.3 I rely on my cigarettes and can’t 
go with out them
5.4 Smoking gives me hope and I 
couldn’t give that up
5.5 I am ashamed that I am pregnant 
and smoking
5.6 I will miss my cigarettes iff try to 
quit
5.7 I don’t want to harm my unborn 
baby
□
□
□
□
□
disagree
□
□
□
□
□
□
□
□ □
□ □
□ □
□ □
□ □
□ □
□ □
□ □
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Neither
Strongly
Disagree
Disagree
agree
or
disagree
Agree
Strongly
Agree
5.8 I don’t see anything wrong with 
smoking when I am pregnant
□ □ □ □ □
5.9 Other people expeet me to quit □ □ □ □ □
5.10 1 don’t like being told I ‘need’ to 
quit smoking
□ □ a □ □
5.11 Smoking defines who I am, if I 
quit I would lose my self-identity □
□ □ □ □
5.12 I feel guilty that I am pregnant 
and smoking
□ □ □ □ □
5.13 I use smoking to reward myself □ □ □ □ □
If you do not smoke please leave this seetion blank
............ ■ ..... ' .......- ■ -.............. ......  " ' Neither
Strongly
Disagree
Disagree
agree
or
disagree
Agree
Strongly
Agree
6.1 If I quit smoking I won’t be able to 
eope
□ □ □ □ □
6.2 I ean imagine myself as a non- 
smoker
□ □ □ □ □
6.3 I don’t think smoking affects the 
health of my unborn baby
□ □ □ □ □
6.4 I enjoy smoking □ □ □ □ □
6.5 If I quit I would be bored □ □ □ □ □
6.6 Quitting means being different 
from my friends and family
□ □ □ □ □
6.7 I am aware of the health risks if I
□ □ □ □ □
smoke to my unborn baby
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Neither
.
Strongly
Disagree
Disagree
agree
or
disagree
Agree
Strongly
Agree
6.8 Being pregnant changes the way I 
think about my smoking
□ a □ □ □
6.9 I feel a responsibility to my unborn 
baby to be as healthy as possible
□ □ □ □ □
6.10 I am concerned about what
people think of my smoking during my □ □ □ □ □
pregnancy
6.11 I feel bad tempered when I can’t 
smoke
□ □ □ □ □
6.12 The health of my unborn baby is 
important to me
□ □ □ □ □
If you do not smoke please leave this section blank
..... .. ■ ' ...... Neither
Strongly
Disagree
Disagree
agree
or
disagree
Agree
Strongly
Agree
7.1 Mentally I am strong enough to 
quit □
□ □ □ □
7.2 I am reluctant to quit smoking □ □ □ □ □
: 7.3 Planning and organizing my quit 
will help me succeed □
□ □ □ □
7.4 I am only going to quit to please 
: others
□ □ □ □ □
7.5 I won’t get enough praise to quit □ □ □ □ □
7.6 I am worried I will feel lonely,
□ □ □ □ □
when I am quitting
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Strongly
Disagree
□
■ 1.1 To quit would be a huge 
! aehievement
I  7.8 I will be disappointed if I don’t 
I manage to quit
j 7.9 I am determined to quit □
! 7.10 What I do influenees the health of
i  ■ ■ ■ '  aI my unborn baby
i 7.11 I ean stop smoking whenever I 
‘ want to
Disagree
□
□
□
□
Neither
agree
or
disagree
□
□
□
□
□
Agree
□
□
□
□
Strongly
Agree
□
□
□
□
□
If you do not smoke please leave this section blank
Strongly
Disagree
8.1 Trying to quit is too much for me
8.2 I think having Nicotine 
Replacement Therapy will help me quit
8.3 I thought being pregnant would 
mean I could quit easily
8.4 Trying to quit smoking during 
pregnancy is the wrong time
8.5 To quit smoking you need lots of 
support
8.6 I feel more relaxed when I smoke
8.7 I am prepared to make quitting my 
most important change I make
Disagree
Neither
agree
or
disagree
Agree
Strongly
Agree
□ a □ □ □
□ □ □ □ a
□ □ □ □ □
□ □ □ □ □
□ □ □ □ □
□ □ □ □ □
□ □ □ □ □
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Neither
Strongly agree Strongly
Disagree Agree
Disagree or Agree
disagree
□ □ □ □ □[ 8.8 I am confident that I will quit 
i smoking
i 8.9 If I am stressed smoking helps me □ □ □ □ □
8.10 Smoking comforts me □ □ □ □ □
8.11 I find being pregnant stressful □ □ □ □ □
8.12 I don’t need to quit as I smoke 
under 5 cigarettes a day
□ □ □ □ □
Thank you for completing this questionnaire
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10.7 Appendix 6C Attitude study (pilot) participants information pack
Exploring women’s attitudes towards smoking during pregnaney
1. Aim of the study
This study aims to understand what faetors make up attitude towards smoking during 
pregnaney.
2. Taking part
You have been the opportunity to take part as you eome along to ante-natal and drop in 
clinics at the Children’s Centre
3. What if I don’t smoke?
I am interested in exploring attitudes of smokers, quitters and non-smokers. It does not 
matter if you did quit but have started smoking again, or you tried to quit and were not 
sueeessful.
4. How will this tonic be explored?
This will be explored through a questionnaire that may take up to 15 minutes to fill out.
5. What will happen to mv answers?
The questionnaire will be anonymous and your answers put together with everyone 
else’s answers.
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6. What if I change my mind before, during or after filling out the questionnaire?
You have the right to ehange your mind at anytime. Your answers will be identifiable 
for 48 hours after you fill out the questionnaire. After this time, everyone’s will be added 
together and it will not be possible to separate and delete yours.
7. How do I agree or disagree to taking part?
The researcher will attend a session, introduee herself and talk about the study. Dates 
will be given for when the research will take place.
8. What will happen at the end of the study?
At the end of the whole study I will be happy to share with you what I have found. I 
expeet the study to be finished by June 09 and if you are interested in my findings I will 
arrange a telephone appointment with you nearer the time to talk about this.
Thank you for your time
PhD Researeher: Georgina Ingall BSc (Hons), MSc
07768 467444
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10.8 Appendix 6D Refined attitude scale following factor analysis
Tick one box for each statement. There are no right or wrong answers.
Section 1. Please comolete Strongly
Disagree
Disagree
Neither
agree
or
disagree
Agree
Strongly
Agree
Babies bom to smoking mums’ are as healthy as other 
babies
I don’t like to see pregnant women smoking
Women that smoke when pregnant have healthy babies
Smoking during pregnaney is morally wrong
Smoking is not damaging as other smokers have had 
healthy babies
Smoking during pregnaney is selfish
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Section 2. Only comDlete if vou smoke Strongly
Disagree
Disagree
Neither
agree
or
disagree
Agree
Strongly
Agree
If I am stressed I notiee how many eigarettes people 
are smoking
I am not strong enough to quit
The need to satisfy craving comes before everything 
else
I get agitated when I think about quitting
I don’t see anything wrong with smoking when I am 
pregnant
Iff quit smoking I won’t be able to eope
I don’t think smoking affects the health of my unborn 
baby
Iff quit I would be bored
Quitting means being different from my friends and 
family
I am worried I will feel lonely, when I am quitting
I think having nicotine replacement therapy will help 
me quit
I thought being pregnant would mean I could quit 
easily
To quit smoking you need lots of support
I don’t need to quit as I smoke under 5 eigarettes a day
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10.9 Appendix 7A Pre-scan set of scales
Exploring women’s attitudes towards smoking during pregnancy
The aim of this study is to find out about your attitudes towards women smoking when 
they are pregnant.
Please complete this questionnaire, your answers are confidential so be as honest as you 
can.
Please do not discuss your responses with your partner, as it is your opinion that is 
important. There are no wrong or right answers for these questions.
Thank you for taking part in this study.
Number of weeks pregnant: ................
Number of children you have: ........................
Do vou have a partner; Yes □ / No □
Has your partner come with you today: Yes □ / No □
Do you have any pregnancy symptoms such as nausea, tiredness etc: please state
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Describe your smoking status
Circle the number of the statement that accurately describes your smoking status at 
present.
1. Are you currently a smoker?
1 Yes I currently smoke
2 No I quit within the last 6 months
3 No I quit more than 6 months ago
4 No I have never smoked
If you smoke-
2. In the last year, how many times have you quit smoking for at least 24 hours?
3. Are you seriously thinking of quitting smoking?
1 Yes within the next 30 days
2 Yes within the next 6 months
3 No not thinking of quitting
What is your age:
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How do you feel right now, this actual minute? Below are a number of words that 
describe different feelings and emotions.
Circle the number in the space next to that emotion that describes how you feel right 
now.
Very slightly 
not at all
A little Moderately Quite a bit Extremely
Interested 1 2 3 4 5
Distressed 1 2 3 4 5
Excited 1 2 3 4 5
Upset 1 2 3 4 5
Strong 1 2 3 4 5
Guilty 1 2 3 4 5
Seared 1 2 3 4 5
Hostile 1 2 3 4
Enthusiastic 1 2 3 4 5
Proud 1 2 3 4 5
Irritable 1 2 3 4 5
Alert 1 2 3 4 5
Ashamed 1 2 3 4 5
Inspired 1 2 3 4 5
Nervous 2 3 4 5
Determined 2 3 4 5
Attentive 1 2 3 4 5
Jittery 1 2 3 4 5
Active 1 2 3 4 5
Afraid 1 2 3 4 5
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Tick one box for each statement. There are no right or wrong answers.
Section 1. Please eomulete Strongly
Disagree
Disagree
Neither
agree
or
disagree
Agree
Strongly
Agree
Babies bom to smoking mums’ are as healthy as other 
babies
I don’t like to see pregnant women smoking
Women that smoke when pregnant have healthy babies
Smoking during pregnaney is morally wrong
Smoking is not damaging as other smokers have had 
healthy babies
Smoking during pregnancy is selfish
Marital status:
Married □ / living with partner □ / divorced □ / separated □ / single □ /
widowed □ / living with family □
Highest educational achievement:
School education □ / higher education □ / diploma □ / degree □ / post-graduate □ / 
other □ (please state) ...................................................
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Section 2. Only comnlete if vou smoke Strongly
Disagree
Disagree
Neither
agree
or
disagree
Agree
Strongly
Agree
If I am stressed I notiee how many cigarettes people 
are smoking
I am not strong enough to quit
The need to satisfy craving comes before everything 
else
I get agitated when I think about quitting
I don’t see anything wrong with smoking when I am 
pregnant
Iff quit smoking I won’t be able to cope
I don’t think smoking affects the health of my unborn 
baby
Iff quit I would be bored
Quitting means being different from my friends and 
family
I am worried I will feel lonely, when I am quitting
I think having nicotine replacement therapy will help 
me quit
I thought being pregnant would mean I could quit 
easily
To quit smoking you need lots of support
I don’t need to quit as I smoke under 5 eigarettes a day
Thank you for completing this questionnaire Contact number: 07964 287731
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10.10 Appendix 7B Post-scan set of scales
How do you feel right now, this actual minute? Below are a number of words that 
describe different feelings and emotions.
Circle the number in the space next to that emotion that describes how you feel right 
now.
Very slightly 
not at all
A little Moderately Quite a bit Extremely
Interested 1 2 3 4 5
Distressed 1 2 3 4 5
Exeited 1 2 3 4 5
Upset 1 2 3 4 5
Strong 1 2 3 4 5
Guilty 1 2 3 4 5
Seared 2 3 4 5
Hostile 1 2 3 4 5
Enthusiastic 1 2 3 4 5
Proud 1 2 3 4 5
Irritable 1 2 3 4 5
Alert 1 2 3 4 5
Ashamed 2 3 4 5
Inspired 2 3 4 5
Nervous 2 3 4 5
Determined 1 2 3 4 5
Attentive 1 2 3 4 5
Jittery 1 2 3 4 5
Active 1 2 3 4 5
Afraid 1 2 3 4 5
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If you smoke-
2. In the last year, how many times have you quit smoking for at least 24 hours?
3. Are you seriously thinking of quitting smoking?
1 Yes within the next 30 days
2 Yes within the next 6 months
3 No not thinking of quitting
Tick one box for each statement. There are no right or wrong answers.
Section 1. Please comnlete
Strongly
Disagree
Disagree
Neither
agree
or
disagree
Agree
Strongly
Agree
Babies bom to smoking mums’ are as healthy as other 
babies
I don’t like to see pregnant women smoking
Women that smoke when pregnant have healthy babies
Smoking during pregnaney is morally wrong
Smoking is not damaging as other smokers have had 
healthy babies
Smoking during pregnaney is selfish
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Section 2. Only comnlete if vou smoke Strongly
Disagree
Disagree
Neither
agree
disagree
Agree
Strongly
Agree
If I am stressed I notiee how many cigarettes people are 
smoking
I am not strong enough to quit
The need to satisfy craving comes before everything 
else
I get agitated when I think about quitting
I don’t see anything wrong with smoking when I am 
pregnant
Iff quit smoking I won’t be able to eope
I don’t think smoking affects the health of my unborn 
baby
Iff quit I would be bored
Quitting means being different from my friends and 
family
I am worried I will feel lonely, when I am quitting
I think having nicotine replacement therapy will help 
me quit
I thought being pregnant would mean I could quit 
easily
To quit smoking you need lots of support
I don’t need to quit as I smoke under 5 eigarettes a day
Thank you for completing this questionnaire Contaet number: 07964 287731
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10.11 Appendix 7C Attitude study participants’ information pack
Exploring pregnant women’s attitudes towards smoking in pregnancy. UNIVERSITY OF
#  SURREY
1. Aim of the study
This study is aimed at exploring pregnant women’s attitudes towards smoking during 
pregnancy and whether these attitudes predict quitting intention. This study will also 
examine the effects of the dating scan on pregnant women’s attitudes to smoking.
2. Why have I been selected?
You have been selected because you are attending your ultrasound dating scan.
3. What if I do not smoke?
I am interested in exploring your personal attitudes. It does not matter if you are a
smoker, a non-smoker, or ex-smoker. Your opinion is still important to me.
4. How will this topic be explored?
This will be explored through three duplicate questionnaires, which will take 
approximately 5-7 minutes each time to complete.
5. When will I need to fill out the questionnaires?
You will need to fill out the questionnaire on arrival to the scan department and
immediately after your scan. Finally, a questionnaire will be posted out to your home 
address at 20 weeks of pregnancy. You will receive a prepaid envelop to return the 
questionnaire.
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6. What will happen to mv questionnaires?
The answers on your questionnaires are confidential. The answers will be converted 
into number data and then analysed.
7. What iff change mv mind before, during or after the interview?
You have the right to change your mind at anytime. If you want to withdraw from the 
study, you ean contact me and tell me your personal number so that your data can be 
removed from the study and destroyed. My contact details are at the end of this sheet.
8. How do I agree or disagree to taking part?
On the day of your scan the researcher, Georgina, will be in the scan department and 
will introduce herself. You can let the researcher know if you are interested in taking 
part. You will need to fill out a consent form before taking part.
9. What will happen at the end of the studv?
At the end of the whole study I will be happy to share with you what I have found. If 
you are interested in my findings you can indicate this on the consent form and I will 
send my findings to you. I expect the study to be completed by November 09.
Thank you for your time
PhD Researcher: Georgina Ingall
BSc (Hons), MSc 
07964 287731
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Centre Number:
Study Number: é ' UNIVERSITY OF
SURREY
Patient Identification Number for this trial:
CONSENT FORM
Title of Project: Exploring pregnant women’s attitudes towards smoking
during pregnancy
Name of Researcher: Georgina Ingall
Please tick box
1.1 confirm that 1 have read and understand the patient information sheet dated 10^  ^
December 08 (version 1) for the above study. 1 feel that 1 have had enough time to 
consider the information, ask questions and have had these answered satisfactorily.
2.1 understand that my participation is voluntary and that 1 am free to withdraw at any 
time without giving any reason, without my medical care or legal rights being affected.
□
3.1 give permission for data collected during the study to be looked at by supervisors at 
University of Surrey.
□
4.1 am happy for my midwife to be informed that 1 am taking part in this study.
Name of midwife
(PRINT)
□
Name of GP surgery..................................................... ..................................
(PRINT)
5.1 would like to be told about the outcome of this study □
6.1 agree to take part in the above study. □
7. My address is : ...........................................................................................
Name of Participant Date Signature taking consent
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UNIVERSITY OF
SURREY
Opportunity to help in a research study
I am currently supervising a study by my PhD researcher at the University of Surrey. 
The study is aiming to explore pregnant women’s attitudes towards smoking during 
pregnancy and examining whether the dating scan has any affect on women’s smoking 
attitudes. You have been selected because you are attending your ante-natal dating scan.
Please take some time to read the included Participant Information Sheet (PIS) as it tells 
you all about the study.
Thank you for your time
Supervisor:
Dr Mark Cropley
BSc (Hons), PhD, CPsychol
Senior Lecturer
University of Surrey
Guildford
Surrey
GU2 7XH
PhD Researcher: 
Georgina Ingall 
BSc (Hons), MSc
University of Surrey 
Guildford 
Surrey 
GU2 7XH
251
04 February 2009
Mrs Georgina Ingall 
18 Coles Avenue 
Leadenhall,
Milton Keynes 
Bucks MK6 5LE
National Research Ethics Service
Milton K eynes R esearch  E thics C om m ittee
Room 7B, PGEC 
Milton Keynes Hospital Site 
Standing Way 
Eaglestone 
Milton Keynes 
MK6 5LD
01908 243750 (tele/fax)
Dear Mrs Ingall 
Full title o f study:
REC reference number:
Exploring pregnant w om en's attitudes tow ards sm oking
during pregnancy
09/H0603/1
The Research Ethics Committee reviewed the above application at the meeting held on 28
January 2009. Thank you for attending to discuss the study.
Ethical opinion
As stated above you attended the meeting first giving an overview of the study and then
answering questions from the committee which are summarized below:
•  You explained that you administer one questionnaire on arrival for scan and then one 
just before they go in. As participants will have spent som e time in the waiting area, this 
may affect their views. This study is going to find out if their attitude to smoking changes 
when pregnant and then to find out their smoking status after giving birth.
• You confirmed you had permission to administer these questionnaires from the 
sonographers in the clinics.
• You confirmed there are three scales. Two are validated and one is your questionnaire 
which has been used before.
• The committee were concerned that your participant letter was quite cohersive and 
could be quite distressing. Would it be possible to send your information before? If 
participants come face to face with you before this important scan and they do not want 
to be involved, it puts them in a difficult position. It was suggested a re-wording of your 
invitation letter to say "Opportunity to help in a research study" or similar might be 
beneficial.
You explained your experience Is that if you send any information beforehand to 
participants asking them to return a slip to participate in the study, you don't get any 
back. This is the only way you can think of to ensure participation. You ensure you ask 
everyone who com es in for scan so  that you do not single out smokers and make them 
feel uncomfortable in this close environment. You agreed that a change in your wording 
could be looked at.
This Research Ethics Committee is an advisory com m ittee to  South Central Strategic Health Authority 
The N ational Research Ethics Service (NRES) represen ts  th e  NRES D irectorate w ithin  
th e  N ational P a tien t S a fe ty  A g en cy  a n d  Research Ethics C om m ittees in England
• You confirmed your data is being collated by som eone e lse  to adhere to data protection.
• You agreed that you could end up with just 23 participants but feel that picking out 
smokers would be difficult in this situation. You confirmed this number should be 
enough.
• The members of the Committee present gave a favourable ethical opinion of the above 
research on the basis described in the application form, protocol and supporting 
documentation, subject to the conditions specified below.
Ethical review of research sites
The Committee agreed that all sites in this study should be exempt from site-specific 
assessm ent (SSA). There is no need to submit the Site-Specific Information Form to any 
Research Ethics Committee. The favourable opinion for the study applies to all sites 
involved in the research.
Conditions o f the favourable opinion
The favourable opinion is subject to the following conditions being met prior to the start of 
the study.
Management permission or approval must be obtained from each host organisation prior to 
the start of the studv at the site concerned.
Management permission at NHS sites ( "R&D approval”) should be obtained from the 
relevant care organisation(s) in accordance with NHS research govem ance arrangements. 
Guidance on applying for NHS permission is available in the Integrated Research 
Application System  or at http://www.rdforum.nhs.uk.
Other conditions specified bv the REC f  q . ; - ,  ' f
2^"^' Ccb . Lccc... 
Please submit a final version of your Invitation letter. Include the appropriate /o  
change as d iscussed  at the meeting and stated above,
a
Approved documents
The documents reviewed and approved at the meeting were:
Document Version Date
Supervisor CV Dr M Cropiey 18 December 2008
Participant Consent Form 1 10 December 2008
Participant Information Sheet 1 10 October 2008
GP/Consuitant Information Sheets 1 10 October 2008
Letter of invitation to participant 1 10 October 2008
Questionnaire: Validated 1 10 October 2008
Compensation Arrangements University of Surrey 22 December 2008
Letter from Sponsor University of Surrey 15 December 2008
Summary/Synopsis 1 10 October 2008
Protocol 1 10 October 2008
Investigator CV G Ingall 22 December 2008
Application 2 .IRAS 22 December 2008
26‘^  March 2009
Ms Lindsey Way 
Sonographer, Radiology
Bedford Hospital
NH5 Trust
R esearch  and D evelopm ent Departm ent 
Crown H ouse  
Britannia R oad  
Bedford  
MK42 9DJ  
0 1 2 3 4  35 5  122  
Ext; 5 8 5 5 /5 9 6 5
Dear Ms Way
RE: Exploring pregnant women’s attitudes towards smoking during 
pregnancy
Thank you for your research project.
I am happy for your project to commence once ethical approval as  been met.
Y  -'  : L - V U
Yours sincerely
Mr Ed Neale FRCOG 
Medical Director
